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Zemsky, J. L.: New Conservative Treatment Ver- 
sus Surgical Operation for Displaced Fractures 
at the Neck of the Mandibular Condyle. Dental 
Cosmos, 1926, \xviii, 43. 

The author reports a case of displaced fracture at 
the neck of the mandibular condyle and describes 
his method of treatment in detail. The principle of 
his treatment is mobilization instead of immobiliza- 
tion. The jaws are first brought together, a Barton 
bandage is applied, and the patient is instructed 
regarding proper diet, mouth hygiene, and general 
care. Ten days later the bandage is replaced by a 
modified Fowler apparatus of plaster-of-Paris incor- 





The author’s modification of the Fowler apparatus. 
se Iron posts supporting the elastic band. 2. Plaster-of- 
Paris cap encasing the head. 3. Elastic band passing 


beneath the chin; in the original Fowler appliance adhesive 
Strips are used. 
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porating two projecting arms to which are attached 
the ends of an elastic band passed beneath the 
mandible. 

Although the parts are held in the proper position 
by steady pressure exerted upon the jaw by the 
elastic band, no rigidity is produced. After the 
application of the apparatus the patient is instructed 
to exercise the jaw. This exercise is the most im- 
portant factor in the treatment. The apparatus is 
left in position for approximately twelve weeks. At 
the end of that time roentgenograms show the con- 
dyle in its normal position and completely united 
with the ramus. Emix C. RopirsHek, M.D. 


Risdon, F.: Arthroplasty of the Temporomaxillary 
Joint. J. Am. M. Ass., 1925, lxxxv, 2011. 


Risdon reviews the surgical anatomy of the tem- 
poromaxillary joint, calling attention especially to 
the frontal and orbital branches of the orbital nerve, 
the temporal artery and vein, and the auriculo- 
temporal nerve. 

The history of arthroplasty on the joint is out- 
lined. Immobility of the joint may be caused by 
trauma, otitis media, osteomyelitis, arthritis, and 
congenital trismus. 

In the extra-articular type of trismus the epithe- 
lial inlay of Esser and Waldron has been used by 
Risdon. Instead of the usual L-shaped incision, he 
makes a straight 1-in. incision extending up from the 
level of the floor of the external auditory meatus, 
anterior to the temporal artery, to avoid cutting the 
orbital branch of the facial nerve. 

On removal of the condyle, Risdon fills the glenoid 
area with free fascia lata from the hip. He has found 
that fat transplants disappear too rapidly. The 
remaining ascending ramus he cuts to a diamond 
shape to allow for a very small attachment of 
fibrous tissue. 

In trismus due to union of the coronoid process 
with the zygoma, the coronoid process is resected 
but the joint is left intact. This procedure gives 
excellent results. 
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For the correction of recession of the chin a 
double resection of the ascending ramus is done and 
the lower jaw is pulled forward and held in this 
position by attaching it to the upper jaw. If this is 
impossible, a rib transplant is placed over the mental 
process of the lower jaw. J. C. Carver, M.D. 


Heyerdahl, S. A.: Actinomycosis of the Face and 
Neck Treated with Radium. Brit. J. Radiol., 
1926, XXXl, I. 

The first attempt to cure actinomycosis with 
radium was made in the radium section of the Riks 
Hospital in Oslo, in February, 1913. In the follow 
ing ten years Heyerdahl treated twenty other cases 
of actinomycosis involving the face and neck and 
obtained a cure in all. In every instance the diagno- 
sis was confirmed by microscopic examination. In 
most of the cases one or more incisions of the acti- 
nomycotic abscesses were made and potassium 
iodide was given internally before the radium treat- 
ment was undertaken. After the radium treatment 
was begun all other treatment was suspended. As 
the radium rays proved to be fully as effective as 
the potassium iodide, the latter was abandoned in 
subsequent cases. 

Concentrated radium salt was used exclusively. 
This was employed in platinum tubes containing 
I, 2, or 5 ctgm. or in plate applicators with 1 ctgm. of 
the salt on an area measuring 2 by 2cm. The radium 
is regarded as radium bromide, not as an element. 

In the majority of cases radium gamma rays 
filtered by 1 to 2 mm. of lead were used. 

The treatments were given as a rule at intervals 
ranging from six weeks to two months. 

The period of treatment has varied according to 
the extent and virulence of the disease. 

The usual time for a case of medium severity has 
been from two to three radium treatments at inter- 
vals of six weeks. 

Seventeen of the patients were male adults be- 
tween 17 and 79 years of age. 

The less severe the previous operation, the greater 
the chances for an excellent cosmetic result. 

The author gives a brief history of each of his 
cases and supplements his article with photographs 
of eleven patients before and following treatment. 

Cart R. STEINKE, M.D. 


EYE 


Gifford, H.: Congenital Defects of Abduction and 
Other Ocular Movements and Their Relation 
to Birth Injuries. Am. J. Ophth., 1926, 3 s. ix, 3. 


Gifford has collected from the literature 105 mono- 
lateral and thirty-four bilateral cases of congenital 
defects of abduction of the eye. To these he adds 
thirty monolateral and nine bilateral cases. 

In the monolateral cases the affected eye usually 
turns in slightly, but may be parallel with the other. 
There is generally slight static enophthalmos. On 
attempted abduction, the eye goes to the median line 
or a little beyond it, the palpebral fissure usually 


widens, and the eyeball comes slightly forward, 
Abduction is almost always somewhat, and often 
very greatly, decreased, and in the majority of the 
cases is accompanied by a distinct narrowing of the 
palpebral fissure with retraction of the eyeball. 

In a few cases the affected eye is very amblyopic. 
Unless there is a marked visual defect, stereoscopic 
vision prevails in the part of the field in which there 
is free motion. Diplopia is a rare complaint. 

At operation, the external rectus has been found 
represented by a fibrous band containing no muscle 
tissue. The internal rectus is sometimes attached 
further back than normal. In monolateral cases the 
left eye is affected more frequently than the right. 

Congenital defects of abduction of the eye have 
been attributed to aplasia, peripheral defects of the 
muscles and their insertions, intra-uterine nuclear 
degeneration, defective anlage of the muscles, intra 
uterine myositis, orbital cellulitis, and amniotic 
bands. None of these factors, however, accounts for 
their more frequent occurrence in the left eye. 

In the author’s opinion, the best explanation is 
that the cause is a birth injury since the left occiput 
anterior position is the most frequent and in the 
majority of cases the left side of the face is directed 
toward the promontory. A negative history as 
regards birth injury is of no value as most obstetrical 
records are not exact and pressure injuries to the 
fetal cranium and face are much more common 
than is generally believed. 

In the bilateral cases there is apt to be also some 
other congenital defect such as deformity of the 
ears, hands, fingers, or feet or defects in the muscles 
of the chest or neck. In many cases facial paralysis 
is present. These complications suggest that the 
cause is a central lesion. Lyman A. Corps, M.D. 


Clegg, J. G., Pooley, G. H., Goulden, C., Whiting, 
M. H., and Others: Discussion of Penetrating 
Injuries of the Eye. Proc. Roy. Soc. Med., Lond., 
1926, xix, Sect. Ophth., 2. 

CLEGG stated that in injuries of the eye the 
important determinations to be made first are 
whether complete penetration has occurred and 
whether there is a foreign body in the eyeball or 
adjacent tissues. 

The prolapsed iris may be replaced or excised. If 
the corneal wound is large, it may be sutured with 
horsehair or the finest silkworm gut. If the lens is 
injured, it may be extracted through the corneal 
wound if the latter is large or through a surgical 
wound. If the vitreous has prolapsed, it should be 
snipped off. In scleral or corneoscleral injuries, the 
wound should be cleaned up, and a week at least 
should be allowed before the eye is condemned. 
Foreign bodies in the globe should be localized and 
extracted when possible. For magnet extraction, 
Clegg favors the anterior route. 

PooLey believes that conservative methods are 
justified in the treatment of penetrating injuries of 
the eyeball. The wounds should be cleaned, and 
contused or macerated tissues excised when pos 
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sible. Scleral wounds should be sutured directly 
and corneal wounds indirectly. Prolapsed corneal 
tissue or vitreous should be cut off. Pooley has 
never known sympathetic ophthalmia to follow a 
penetrating wound of the sclera. In all of the cases 
he has seen there has been an injury of the iris. 
However severe the injury, the eye should never 
be removed during the first fortnight. The sclera 
should be sutured with fine catgut. 

GOULDEN believes it is safest and best to free the 
conjunctiva around a scleral wound, draw it over, 
and suture it with mattress sutures. In cases of 
magnetic foreign bodies in the anterior chamber, the 
incision should be made immediately opposite the 
foreign body instead of at the limbus as when this is 
done the magnet can reach the foreign body more 
easily. Lyman A. Copps, M.D. 


Goalwin, H. A.: The Clinical Value of Optic Canal 
Roentgenograms. Arch. Ophth., 1926, lv, 1. 

Optic canal roentgenograms should be taken with 
the head, the X-ray tube, and the plate in such a 
position that the so-called central ray coincides with 
the axis of the optic canal and strikes the plate at a 
right angle. For their interpretation it is necessary 
to know the distance of the focal spot of the X-ray 
tube, the distance of this focal spot from the plate, 
and the distance of the optic canal from the plate. 

The principal structures seen in such roentgeno- 
grams are the orbital margin, the optic canal, the 
sphenoidal sinus, the frontal sinus, and, below the 
inferior orbital margin, the maxillary sinus. Since, 
with the exception of calcification, pathological 
changes of the soft intracranial contents do not show 
on the plate, they must be judged by the changes 
they produce in the skull. To determine optic canal 
changes it is necessary to observe the shape and 
dimensions of the cross section, the length of the 
canal, the changes within the lumen, the structure 
of the walls, and the changes in the adjacent struc- 
tures. 

The shape of the cross section varies, being more 
or less elliptical, circular, or quadrangular, but never 
definitely regular. Changes in shape occur in certain 
skull deformities such as oxycephaly and scapho- 
cephaly; in pneumatization of surrounding structures; 
in chronic inflammation of adjacent structures; in 
cases of tumor of the orbit, sella, and anterior or 
middle fossa of the skull, and in cases of exostoses 
and fracture. The dimensions of the two principal 
diameters should be determined from the plate by 
calculation or graphically. Diameter A is directed 
downward and outward at an angle of 45 degrees 
and Diameter B is directed at right angles toA. The 
average A diameter is 4.3 mm. and the average B 
diameter 4.4 mm. The corresponding maxima are 
5-45 and 5.57 mm. and the minima 3.25 and 3.5 
mm. respectively. 

Optic canals below average size are the rule in 
cases of nerve involvement secondary to sinus or 
other focal infection. If the involvement is uni- 
lateral, the side affected is usually the side with the 
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smaller canal. It is important to remember that the 
optic canal reaches adult size in both principal diam- 
eters at the age of 3 years. 

The length of the optic canal can be determined 
from a profile roentgenogram. ‘The likelihood of 
optic atrophy is proportional directly to the length 
of the canal and inversely to the dimensions of the 
cross section. The profile view gives information as 
to fractures running parallel with the cross section 
of the canal. 

The most important part of the optic canal 
clinically is the posterior margin of the roof. Thick- 
ening of the walls may be concentric, causing some 
constriction, or eccentric without constriction. 
Uniformly increased thickness suggests a periostitis, 
whereas localized thickenings are indicative of 
extension of bone inflammation from a neighboring 
structure or from a neoplasm. Decreased thickness 
is generally localized and suggests erosion of the wall 
from without by a tumor or from within by an 
endothelioma of the optic nerve sheath. Excessive 
pneumatization of the neighboring sinuses is of 
importance because after thickening or sclerosis 
nothing short of decompression of the nerve offers 
any hope of benefit. 

An optic canal roentgenogram is therefore indi 
cated in the following conditions: (1) optic neuritis, 
choked disk, retrobulbar neuritis, and optic nerve 
atrophy, in all of which it is important to discover 
the underlying cause; (2) orbital, ocular, and optic 
nerve tumors; (3) sphenoidal disease; (4) known or 
suspected fractures of the skull; (5) foreign bodies in 
the orbit; (6) skull deformities with visual dis- 
turbances; (7) tumors of the anterior or middle 
fossa; (8) certain general diseases such as Paget’s 
disease, acromegaly, and rickets; (9) tuberculosis 
with optic nerve symptoms; and (10) loss of sight 
attributed to injury for which financial compensa- 
tion is sought. 

The author includes in this article ten case reports 
showing the value of roentgenograms of the optic 
canals. Georce R. McAutirr, M.D. 


Rodin, F. H.: The Treatment of Iridocyclitis by 
Subconjunctival Injections of Atropine and 
Epinephrin. Am. J.Ophth., 1926, 3 s. ix, 24. 


Rodin recommends subconjunctival injections of 
atropine and epinephrin in all cases of iritis or irido- 
cyclitis in which the instillation of atropine alone 
has failed to loosen posterior synechiz and dilate the 
pupil. In one injection he gives 2 minims of 2 per cent 
atropine and 4 minims of epinephrin. Larger doses 
of the drugs are likely to cause symptoms of atro- 
pine poisoning. ‘The injection may be repeated if 
necessary. 

Of thirteen cases of iridocyclitis in which instilla- 
tions of atropine failed to dilate the pupil the com- 
bined use of atropine and epinephrin gave good 
results in ten. These were acute cases. The three 
cases in which the results were unsatisfactory were 
old cases of posterior synechiz. 

Lyman A. Copps, M.D. 
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Graves, B.: Change of Tension on the Lens Cap- 
sules During Accommodation and Under the 
Influence of Various Drugs. Brit. M. J., 1926, 
i, 46. 


This article is based on a case in which the ante- 
rior and posterior lens capsules containing no lens 
matter can be observed with the slit lamp. The 
patient is a man 31 years of age who sustained a 
penetrating injury of the left eye about eight years 
ago. 

The penetrating body, which was very small, passed 
through the cornea, the margin of the iris, and the 
anterior lens capsule. The perforation of the capsule 
resulted in the slow but complete dissolution of the 
lens substance, the capsule being left intact. With 
the slit lamp, changes in the tension of the lens cap- 
sule with changes in the accommodation of the eye 
can be noted. 

The behavior of the capsules shows that one 
mechanical result of accommodation is a relaxation of 
the tension of the capsules. When the patient looks 
at distant objects his lens capsules become tense, 
and when he looks at near objects, they relax, the 
posterior capsule relaxing more than the anterior 
capsule. 

If a mydriatic is given, the capsules are rendered 
taut. This tension is independent of the dilatation 
of the pupil which is caused by the mydriatic. If 
eserine is instilled when the pupil is well dilated and 
the capsules are tense under the full effect of a 
mydriatic and cycloplegic, the capsules soon begin 
to relax. This relaxation occurs before contraction 
begins in the pupil and shows that when the eye has 
been subjected to the influence of a mydriatic, 
eserine acts on the capsular tension before it 
begins to change the size of the pupil. 

Whenever the region of the other eye or of the 
affected eye is touched or pressure is made on the 
other eye, there is an immediate relaxation of the 
capsules. This may indicate an automatic reaction 
of the accommodation mechanism for protection. 

Lyman A. Copps, M.D. 


De Schweinitz, G. E., and Woods, A. C.: Concern- 
ing the Ocular Symptoms of Erythremia 
(Chronic Polycythemia Vera), with Special 
Reference to the Fundus Picture. Arch. Ophth., 
1926, lv, 21. 

According to the ophthalmic picture, the authors 
have classified their thirty cases of erythremia 
(chronic polycythemia vera) into four general 
groups. 

In the first group were nine cases in which the 
eyegrounds were apparently normal, the average 
red cell count was 6,768,000, and the average hemo- 
globin value 104 per cent. 

The second group was made up of eight cases 
with a dilatation of the veins due possibly to the 
action of some unknown toxic substance on the 
vasomotor autonomics or the yielding of the thinner 
venous coats to an increase of the blood volume. 
The average erythrocyte count in these cases was 


7,836,000 and the average hemoglobin value 11; 
per cent. , 

In Group 3 there were ten cases with dilatation 
and tortuosity of the veins and definite changes in 
the color of these vessels and the fundus, an average 
red cell count of 8,656,000 and an average hemo- 
globin value of 135 per cent. 

The fourth group was made up of three cases with 
hemorrhages or exudates in addition to changes in 
the size, caliber, and color of the retinal veins. It 
could not be said, however, that the retinitis was 
due to polycythemia. 

Polycythemia is characterized by a tendency 
toward hemorrhage, but retinal hamorrhage is 
infrequent, possibly because of the extreme vis- 
cosity of the blood. Fundus changes seem to depend 
more upon an increase in the hemoglobin than on an 
increase in the number of erythrocytes. Venous 
dilatation occurs rather regularly when the hemo- 
globin passes 110 per cent, and cyanosis of the retina 
appears when it reaches 125 per cent. 

The usual fundus picture of polycythemia con- 
sists in dilatation of the retinal veins which is some- 
times uneven, deepening of the color of these veins, 
and cyanotic changes in the eyegrounds without 
hemorrhage, exudates, or changes in the optic 
nerves, and generally without a marked change in 
the caliber or tint of the arteries. 

GeEorGE R. McAuttrr, M.D. 


Duke-Elder, W. S.: The Reaction of the Intra- 
Ocular Pressure to Osmotic Variation in the 
Blood. Brit. J. Ophth., 1926, x, 1. 


The author reports a series of experiments on cats 
which demonstrated that the intra-ocular pressure 
varies with changes in the osmotic pressure of the 
blood. The animals were anesthetized, intra-ocular 
pressure measurements were made by connecting a 
manometer to a needle introduced into the anterior 
chamber of the eye, and changes in the intra-ocular, 
arterial, and venous pressure and the secretion of 
urine were recorded during and after the injection of 
various isotonic and anisotonic solutions. 

When isotonic injections were given the intra- 
ocular pressure followed the blood pressure quite 
closely. A slight initial fall was followed by a rise 
during the injection and then a slow decrease ‘o the 
original level. This effect was very slight and purely 
mechanical. 

When hypotonic injections were given the blood 
pressure at first rose, then fell slightly, then rose 
again, and finally fell gradually. The intra-ocular 
pressure at first paralleled the arterial and venous 
pressure, but later showed a marked and sustained 
rise over a considerable period of time. 

When hypertonic injections were given, the arte- 
rial pressure at first fell rapidly and then suddenly 
began to rise slowly. Ten days after the end of the 
injection it had reached its initial value, and thirty 
minutes after the injection it had exceeded its orig- 
inal value by 15 mm. Hg. It then began to fall 
slowly to the initial level. The intra-ocular pressure 
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during the injection fell at first rapidly, then rose 
rapidly, and at the end of the injection exceeded its 
initial value. It then again fell rapidly to a low level, 
but at the end of forty minutes began to rise again 
slowly. 

During the injections the intra-ocular pressure 
varied with the arterial pressure, a mechanical 
phenomenon dependent upon volume, but the later 
variations could not be correlated with the vascular 
pressure. 

With alimentary administration, the initial sudden 
changes were absent, but the later variations were 
the same as those noted after intravenous injections 
though less marked. 

A variety of substances, including glucose, were 
used. All yielded practically the same result. 

The nature of this change and the variety of the 
substances that caused it strongly suggest that the 
action was one of physical concentration. The fact 
that similar changes can be brought about in the 
intracranial pressure also suggests that it is due to 
variations in the osmotic pressure of the blood. 

The author concludes that the intra-ocular pres- 
sure is maintained by: (1) the physiological partial 
impermeability of the lining cells of the eye, (2) the 
hydrostatic blood pressure in the capillaries of the 
ocular circulation, and (3) the osmotic pressure of 
the blood and ccular contents. 

Lyman A. Copps, M.D. 


Neame, H., and Khan, W. A.: Glaucoma Second- 
ary to Choroidal Sarcoma; the Treatment of 
Painful Blind Glaucomatous Eyes. Brit. J. 
Ophth., 1925, ix, 618. 

Of 402 eyes excised on account of glaucoma, ap- 
proximately 10 per cent were found on pathological 
examination to contain a choroidal sarcoma and 4 
per cent were blind glaucomatous eyes in which there 
appears to have been no sign of the presence of a 
new growth. 

Of sixteen sarcomata of the choroid, thirteen were 
spindle-celled, three were round or polygonal- 
celled, twelve were pigmented, and four had little 
pigment or were unpigmented. 

In the diagnosis no assistance is to be obtained 
from a consideration of the age of the patient. 

The treatment of most cases of blind painful 
glaucomatous eyes should be enucleation, especially 
if the glaucoma is unilateral. In the few cases in 
which the media of the eye are sufficiently trans- 
parent to permit examination of the fundus oculi, 
there is an obvious anterior detachment of the reti- 
na, and the presence of a new growth is not sus- 
pected or is doubtful, one of the two following 
procedures may be adopted as a preliminary to fur- 
ther surgical treatment: 

1. Scleral puncture into the space external to the 
detachment and ophthalmoscopic examination to 
ascertain whether the detachment (or retinal cyst) 
has diminished in size. 

2. Dissection over the site of the detachment of 
a scleral flap with its apex directed anteriorly. Very 


cautious dissection and elevation of the flap is 
essential in order to avoid damage to a possible 
choroidal sarcoma with dissemination of its cells. 

Of these two methods, the latter is likely to be the 
less dangerous. 

If the presence of a growth is determined by this 
means, the eyeball should be enucleated imme- 
diately. If no such evidence is obtained, the wound 
may be closed and at a later date further operative 
treatment may be given for the glaucoma, if it is 
considered advisable. Tuomas D, ALLEN, M.D. 


Knapp, A.: Glaucoma in Myopic Eyes. Arch. 
Ophth., 1926, lv, 35. 

While the anatomical peculiarities of the hyper- 
metropic eye favor the development of glaucoma, 
glaucoma of the simplex type occurs also in myopia. 
Some ophthalmologists have found myopia in about 
33 per cent of cases of glaucoma simplex but in only 
10 per cent of cases of congestive glaucoma. 

The author has found glaucoma simplex in thirty- 
two cases of myopia. One of these cases presented 
some symptoms of congestion but these were never 
acute. The majority of the patients were over 60 
years of age, but one was 16 and another 22 years old. 
In twenty-six, the myopia was below 5 diopters and 
in the others between 5 and 10 diopters. Two cases 
are mentioned particularly on account of a subnor- 
mal tension of 18 and 20 respectively, notwithstand- 
ing cupping of the optic disk nerve heads and definite 
glaucomatous field defects. 

The author summarizes his observations by saying 
that glaucoma in myopic eyes is of the simplex type, 
with a deep anterior chamber, a low increased ten- 
sion, a characteristically shallow cup, and the usual 
glaucomatous field defects. Operation, if indicated, 
usually gives surprisingly good results. 

Grorce R. McAuutrr, M.D. 


NOSE AND SINUSES 


Blair, V. P.: The Problem of Bringing Forward 
the Retracted Upper Lip and Nose. Surz., 
Gynec. & Obst., 1926, xlii, 128. 


The author’s cases of retracted lip and nose have 
been observed to fall into three etiological groups; 
first, those in which the deformity is apparently of 
natural occurrence; second, those in which it is due 


- to loss of the bony foundation of the lip or nose or of 


both resulting from trauma or disease; and third, 
those in which it has followed the repair of a harelip 
or cleft palate. In some cases a markedly shortened 
nasal mucous membrane has suggested that infantile 
snuffles may have been a causative influence. In 
one case in the second group the deformity resulted 
from the injudicious use of radium. 

The abnormal anatomy causing the deformities 
varies in different cases and must be considered in 
the planning of the corrective measures. There are 
two general plans of correction. In one, the deficient 
maxilla is built out, the retracted soft tissues being 
thus pushed forward. In the other, the soft tissues 
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are drawn forward and fixed in this position. In 
some cases a combination of the two plans will give 
the best results. 

The methods of building out the bone have been: 
(1) the use of a dental prosthesis, (2) orthodontic 
treatment, and (3) cartilage transplantation. In 
any of these methods it may be necessary to loosen 
and suture the soft parts forward, deepen and line 
the sulcus with Thiersch grafts, or lengthen the 
nasal tube with a flap from the forehead, the arm, 
or the mucosa of the mouth. 

In some cases a very satisfactory correction has 
been obtained by a method devised by the author, 
which consists in freeing the cheeks from the maxilla 
and the columella from the septum and then suturing 
the cheeks forward on the maxilla and the liberated 
columella in a forward position on the lower border 
of the septum. 

In some cases the columella may require lengthen 
ing, and if the external nose is very small it may be 
necessary to piece out the covering as well as the 
lining. 

The article contains numerous illustrations. 

James B. Brown, M.D. 


Layton, T. B.: The Septum Operation. J. Laryngol. 
& Otol., 1926, xli, 33. 

Layton calls attention to the frequency of unsatis- 
factory results following septum operations. In 
some cases the symptoms persist because they are 
not due to the septum. In others, the poor result is 
due to perforation or incomplete removal due to 
faulty operative technique or lack of after-care. In 
a third group are cases with a postoperative hama- 
toma, infection, or adhesions. 

He believes that turbinectomy is perhaps done too 
often instead of resection of a deviated septum. 

Tuomas C. Gattoway, M.D. 


Heitger, J. D.: Some Fundamental Points in the 
Diagnosis and Treatment of Ethmoid Disease. 
J. Indiana State M. Ass., 1926, xix, 5. 


Pathological changes of the ethmoid involve the 
mucous membrane and the bone. Hajek divides them 
into: (1) inflammations of the superficial layers, 
(2) deep inflammations affecting the soft parts 
between the bony trabeculz, and (3) bone involve- 
ment affecting the middle turbinate and involving 
the mucous membrane, periosteum, bone, and medul- 
lary substance. 

The author states that ethmoiditis begins as a 
surface process and extends into the deeper struc- 
tures later; the reverse has not been observed. 

Polyp formation around the openings of the 
sinuses is due to an inflammation of the mucous mem- 
brane where it is thin. In some cases polyps may 
recur after surgical intervention as the result of 
irritation caused by pus in the sinuses. In other 
cases they may recur from the membrane within the 
sinuses or as the result of involvement of the bony 
trabecule and medullary substance after the’mem- 
brane has been removed. a 


In the diagnosis of nasal sinus disease the findings 
of the clinical, X-ray, and transillumination exam- 
inations, the history, and the symptoms must be 
considered. 

Ethmoid disease is non-suppurative or suppura- 
tive. In the former, the diagnosis depends upon 
anterior and median rhinoscopy and the use of 
probes for the anterior and middle cells and on 
posterior rhinoscopy for the posterior cells. In sup- 
purative cases it is necessary to exclude the antrum 
and sphenoid as sources of the pus. 

In acute cases of ethmoiditis local treatment will 
suffice unless there are anatomical conditions which 
interfere with proper ventilation and drainage. In 
mild cases surgical correction of anatomical ob- 
structions may result in a cure. In the average case, 
repeated conservative surgical attacks give better 
end-results than an attempt to remove the entire 
ethmoid at one sitting. Certain morphological and 
pathological variations prevent a complete cure by 
any means. GeorGE R. McAuttrr, M.D, 


‘ink, E. B.: The Intracranial Complications of 
Posterior Sinus Infections; Report of an Un- 
usual Case, with Autopsy Findings. Surg., 
Gynec. & Obst., 1925, xli, 580. 

Attention is called to the fact that large series 
of autopsy records have demonstrated the relative 
frequency of intranasal suppuration as a cause of 
pathological conditions in the brain. The increasing 
number of reports of fatalities due to sinus disease 
makes sinus infection rank in importance with 
otitis media and trauma. 

Yerger’s report is quoted as showing that sixteen 
fatal cases of sinus disease occurred at the Cook 
County Hospital, Chicago, during the period from 
1911 to 1920. In this time 290,000 cases were treated, 
of which 390 (0.13 per cent) were cases of acute or 
chronic sinusitis with a mortality of 2.43 per cent. 

The cerebral complications associated with 
accessory nasal sinus disease are the most serious, 
being usually fatal. They are due to the extension 
of an inflammatory process, occasionally a malignant 
tumor, to the brain or its meninges, producing pachy- 
meningitis, leptomeningitis, involvement of the brain 
substance with the formation of an extra-dural or 
intradural abscess and thrombophlebitis of the cere 
bral sinuses, or a combination of these. 

Following a discussion of the etiology of sinus 
infections, the pathogenesis of the intracranial com 
plications is discussed with regard to bacterial 
infection, predisposing factors, the nature of the 
cerebral involvement and the route of infection. 

Attention is directed to the significance of ophthal- 
mic complications. The close anatomical relation 
ship between the posterior group of cells and the 
optic nerve and orbit explains the frequency ol 
extension of inflammatory processes from one to the 
other. The relation of syphilis to sinus disease is also 
considered. 

The author describes a case of suppurative pos 
terior ethmoiditis and sphenoiditis with unusual 
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cerebral complications and almost complete destruc- 
tion of the optic nerve. The intracranial disease was 
overlooked because attention was focused upon the 
obvious manifestations of syphilis. The unilateral 
exophthalmos and primary optic atrophy should 
have suggested cavernous sinus thrombosis, but the 
patient entered the hospital in the terminal stages 
when the acute manifestations of nasal infection 
were forgotten. That they were present and received 
consideration is evidenced by the fact that the 
husband of the patient possessed X-ray pictures 
showing clouding of the ethmoidal sinuses. Another 
factor that did not receive sufficient consideration 
was the examination of the spinal fluid. 
A. R. HoLLtenpeEr, M.D. 


MOUTH 


Derman, G. L.: Tumors of the Tongue (Zur 
Kenntnis der Zungentumoren). Zentralbl. f. allg. 
Path. u. path. Anat., 1925, xxxvi, 150. 

The most common tumor of the tongue is car- 
cinoma. Next in frequency are papillary new 
growths. Rarer are fibroma, lipoma, myxoma, chon- 
droma, osteoma, angioma, amyloid tumors, and 
adenoma. Exceedingly rare are congenital macro- 
glossia neurofibromatosa, rhabdomyoma, and _ sar- 
coma. 

Pathologico-anatomically, sarcomata of the tongue 
may be divided into three groups: the interstitial, 
the tuberous, and the pendulous. Microscopically 
they may be divided into fibrosarcoma, round-cell 
sarcoma, spindle-cell sarcoma, and the mixed forms, 
myxosarcoma, angiosarcoma, and adenosarcoma. 

The author reports two cases of very rare tumors 
of the tongue. The first was a case of parvicellular 
sarcoma in a girl 16 years of age. Two years pre- 
viously the patient had bitten her tongue, and two 
months later there appeared at this spot a dense 
tumor the size of a cherry, which gradually became 
larger. Six months after its appearance, the tumor 
was removed by operation. Five months after its 
removal it recurred, and in the course of a year 
reached the size of a hen’s egg, filling the entire 
buccal cavity, spreading diffusely into the tongue 
and the tissues of the floor of the mouth, and pen- 
etrating under the lower jaw on the right side. The 
skin over the mass was freely movable. 

The pea-sized specimen which was removed for 
examination was nodulated and moderately dense. 
Its cut surface was of a whitish color. Low power 
magnification showed the tumor tissue to be com- 
posed of cells which lay close together without 
definite borders and were rich in capillaries. On 
high power magnification the tumor cells showed 
a small amount of protoplasm and darkly stained 
round and oval nuclei. Many of the nuclei were 
undergoing karyokinesis. Between the tumor cells 
were indistinct fibrils of an intercellular substance. 

In the second case reported the tumor was a neuro- 
cytoma which appeared about three weeks after the 
patient had bitten his tongue, and rapidly increased 
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in size. When the tumor was removed it measured 
5 by 4 by 3 mm. Its surface was nodular and 
exhibited a reddish deposit. Its cut surface was 
whitish, and its consistency dense. Low power 
magnification revealed a fibrillary nuclear tissue 
arranged in the form of variously shaped centers or 
whorls which in turn were made up of smaller cen- 
ters. These centers formed a large rosette-like 
figure or were composed of rosette conglomerations 
or were arranged like the dark bands on a tiger skin. 
The tissue between the single whorls exhibited 
toward the periphery of the center a striping due to 
hyperamic blood vessels and connective — tissue 
infiltrated with lymphoid and neutrophilic elements. 

Surrounding a few of the centers was a haemor- 
rhagic infiltration. The centers themselves con- 
sisted of a fibrillary nuclear mass exhibiting curved 
radial fibrils on the periphery of which the nuclei 
were arranged in patches. The fibrils were stained 
a reddish tint by the Van Gieson stain. The entire 
center extended almost to the free surface, which was 
covered by a layer of epithelium. Just beneath the 
latter was an infiltration of pus and blood. On the 
surface of the epithelial covering a thin, scab-like 
deposit of pus, fibrin, and blood was found. 

High power magnification showed the tumor 
to consist of a fibrillar and a nuclear element. Most 
of the nuclei were oval and from 8 to 1o micra in 
size. They contained little chromatin and two or 
three nucleoli. The fibrillary part of the tumor was 
characterized by sharply delineated and rather 
coarse fibrils. The contiguous fibrillary substance 
and nuclear portions were contrasting structures 
resembling the stripes of a tiger skin. In many 
areas the cell combinations were grouped about a 
fibrous center to form the rosette structures. An 
illustration in the original article renders the 
description clearer. HAUMANN (Z). 


NECK 


Just, E.: Recurrent Struma (Zur [rage der Rezidiv- 
struma). Arch. f. klin. Chir., 1925, cxxxv, 160. 

In von Eiselsberg’s clinic, 2,647 goiters were 
operated upon in the period from 1901 to 1923. The 
indications for operation were narrowing of the 
trachea and cesophagus and functional disturbances 
of the thyroid in the form of Basedow’s disease and 
hyperthyreosis. The disfigurement caused by the 
goiter was not regarded as an indication for operation. 

One hundred and twenty-four (4.7 per cent) of 
the patients were operated upon for a recurrence. 
To these 124 must be added ninety-eight whose 
operation at the von Eiselsberg clinic was for 
recurrence. 

Of the 222 patients with recurrence, 176 were 
women. Ten of the women were subjected to a third 
operation and two to a fourth, while of the men, 
seven were subjected to a third operation. 

Recurrence developed less frequently after the 
Holtz and Enderlen operations than after the 
Kocher excision. Of thirty-three women who devel 
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oped a recurrence, nine had had a bilateral resection 
and eleven a unilateral resection. The remaining 
thirteen had been operated upon by other methods. 
Of eleven men with a recurrence, five had had a 
bilateral resection and six a unilateral resection. 
In the cases of sixty women and twenty men the 
recurrence developed in a lobe which had not been 
operated upon previously. Bilateral resection of the 
thyroid gave better results as regards the prevention 
of recurrence than unilateral resection. 

Of thirty-five women with a history of a family 
tendency toward goiter, seventeen were from a 
goiter region. 

From the fact that recurrence of a goiter develops 
relatively more frequently in young persons, the 
author concludes that the gland which has been 
diminished by operation becomes re-formed in 
response to the demands of the body. Besides the 
patient’s age, the type of the struma is of importance 
in the tendency toward recurrence. 

By far the most common form of goiter in both 
males and females is the diffuse struma which seems 
to have a special tendency to recur. The type next 
most apt to recur is the cedematous struma. In the 
other types, recurrence is less common. 

In certain forms of struma it has been found best 
to leave a small portion of the gland and prevent 
recurrence by the administration of iodine. In the 
adenomatous form, in which iodine has no effect, 
recurrence is best prevented by removing as much 
of the gland as possible. This radical procedure must 
be considered more frequently in the cases of older 
persons than in those of younger persons. 

Five of the author’s recurrent cases of exophthal- 
mic goiter were cured by the second operation. 

Hook (Z). 


Sudeck, P.: Total Extirpation of the Thyroid Gland 
(Ueber die Totalextirpation der Schilddruese). 
Beitr. 2. klin. Chir., 1925, cxxxiii, 533. 


In 1921 Sudeck reported several cases of carcino- 
ma and exophthalmic goiter in which total extirpa- 
tion of the thyroid gland was done purposely. In all 
except one of these cases the symptoms of thyroid 
deprivation were prevented by the daily adminis- 
tration of thyroid. 

As there is considerable difference of opinion 
regarding the possibility of such substitution, 
Sudeck takes up again the question as to whether 
total extirpation is ever permissible. 

He believes that when the prospect of overcoming 
the resultant deficiency of function is not good, the 
operation is definitely contra-indicated. With 
regard to other cases he states that while homo- 
plastic transplantation has not as yet proved to be a 
permanent substitution for the gland, the hormone, 
thyroxin, given in tablet form has been found bene- 
ficial and there appears to be no reason why, with 
proper dosage, it may not entirely supply the 
deficiency. 

Experimental investigations regarding thyroid 
substitution gave findings of value only after an 


exact distinction was made between thyreopriva and 
parathyreopriva. Congenital athyreosis and _ its 
accompanying cretinism is not a simple athyreosis 
and is less certain to be cured by the administration 
of thyroid than idiopathic myxcedema or cachexia 
strumipriva. 

The author reports eight cases of operative 
athyreosis in which the substitution of the thyroid 
deficiency was begun immediately after the opera- 
tion, before the appearance of myxcedema. In none 
of these cases, which were kept under close observa- 
tion for a long time and in which thyroid in tablet 
form was administered daily from the day of the 
operation, have there been any symptoms of thyroid 
deficiency. 

Nor does the author know of any case of simple 
athyreosis reported in the literature in which the 
substitution therapy failed. This seems to indicate 
that the production of thyroxin is the sole physio- 
logical function of the thyroid gland. There is 
nothing to suggest a phosphorus-containing hormone 
in addition. 

Sudeck therefore comes to the conclusion that the 
administration of thyroid is a certain method of 
preventing the appearance of the symptoms of 
thyroid deficiency and that, accordingly, total 
extirpation of the thyroid gland cannot be con- 
sidered a procedure which is never permissible. A 
sure objective criterion of the dosage indicated is 
the basal metabolism. The patient also seems able 
to judge the proper dosage by his sense of well being. 

In considering the indications for total removal 
of the thyroid gland it must be borne in mind that 
the patient will be dependent upon the administra- 
tion of thyroxin for the remainder of his life after 
the operation. It must be remembered also that the 
risk of postoperative tetany is greater because the 
parathyroids are less easily avoided in this procedure 
than in resection. This risk may be diminished, 
however, by carefully stripping back the capsule of 
the goiter and ligating the vessels immediately at 
their entrance into the gland. 

In cases of carcinoma Sudeck does a total extirpa- 
tion if he operates at all. Most cases of malignant 
struma are inoperable when they first come under 
observation. Operation is to be considered only if the 
tumor has not invaded the tissues beyond the cap- 
sule and there are no metastases. 

Another condition in which total removal of the 
thyroid may be done is exophthalmic goiter, but Su- 
deck does not recommend it as a routine method in this 
condition. The cases best suited to it are those with 
hyperthyreotic symptoms. In such cases, its results 
are very striking. The operation comes under con- 
sideration in the cases of old persons with severe 
exophthalmic goiter, a small, hard, thyroid, high- 
grade cachexia, severe cardiac symptoms due to the 
disturbance of endocrine function, and the signs of 
myxoedema. 

In other cases an extensive bilateral resection of 
the glands with ligation of the arteries is indicated. 

JANSSEN (Z). 
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Craver, L. F.: Cancer of the Thyroid and its 
Present-Day Treatment. Amn. Surg., 1925, 1xxxii, 
833. 

Carcinoma of the thyroid is almost always pre- 
ceded by goiter. It occurs most frequently between 
the ages of 40 and 60 years and is about twice as 
common in women as in men. Among the etiological 
factors are various infections, irritation, trauma, and 
circulatory disturbances. The process is said to 
begin in the lower right pole, and in the early stages 
has no characteristic symptoms. While it is rarely 
found in true exophthalmic goiter, thyrotoxic symp- 
toms are common and by some are considered to 
be very important signs of a malignant change in a 
goiter. Metastases are also common and occur most 
often in the lungs and bones. 

By the time a clinical diagnosis can be made, the 
disease has progressed so far that a cure by surgery 
is impossible. As the operative mortality is high, 
radium and the X-ray are being used in many cases. 
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From his review of the literature and a study of 
thirty-seven cases, the author concludes that it is 
best to remove all nodular masses of the thyroid and 
to give postoperative irradiation with the roentgen 
ray or the radium pack. 

Georce R. McAuttrr, M.D. 


Colledge, L.: Fourteen Cases of Total Laryngec- 
tomy for Intrinsic Cancer of the Larynx. J. 
Laryngol. & Otol., 1926, xli, 19. 

This article is a report of laryngectomy in cases 
unsuitable for laryngofissure. Of the fourteen 
patients, seven are alive and well from one to four 
years after the operation. Three died from recur- 
rence, two from postoperative bronchopneumonia, 
one from embolism a month after the operation, and 
one from heart failure six months after the opera- 
tion. Laryngectomy from above by Glueck’s 
method was done in nine cases. 

Tuomas C. GAattoway, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cushing, H.: Cameron Lectures. I. The Third Cir- 
culation and Its Channels. II. The Pituitary 
Body as Now Known. III. Intractanial Tumors 
and the Surgeon. Lancel, 1925, ccix, 851, 899, 956. 

These Cameron lectures were delivered at the 
University of Edinburgh on October 109, 20, and 22, 
1925. They are reported in the Lancet slightly 
abridged and will be published as a small volume 
dedicated to Cushing’s group of younger associates in 
Baltimore and Boston. In this manner he modestly 
gives credit to these men for the subject matter of 
his lectures, yet to anyone who is acquainted with 
him, his stimulus and guiding hand may be seen 
throughout. 

I cannot presume to abstract these lectures. The 
value of the enthusiasm and stimulus to be obtained 
from reading them would be cheapened. I may only 
hope that the record of my own reaction may stimu- 
late those interested to obtain the completed bound 
volume. ‘The younger group of neurological sur- 
geons will realize the tremendous contributions to 
three lines of investigation for which Cushing is 
directly responsible. Such a stimulus, if productive 
of an adequate effector response, presages well for 
the future progress of neurological surgery. 

Loyat Davis, M.D. 


Hurst, E. W.: On the So-Called Calcification in the 
Basal Ganglia of the Brain. J. Path. & Bacteriol., 
1920, Xx1x, 05. 

Sections containing the lenticular nucleus from 
the brains of 100 patients with diseases of the central 
nervous system were examined by various staining 
methods for degeneration bodies and so-called cal- 
cification deposits. When gross conditions such as 
hemorrhage, tumor, and softening involved this or 
neighboring regions, both sides of the brain were 
examined and special attention was paid to the 
unaffected side. The author states that the applica- 
tion of the term “‘calcification” to the condition 
under discussion is incorrect as the process consists 
in the infiltration of one or more coats of the vessel 
with iron salts; and calcium cannot be demon- 
strated. 

The so-called calcification deposits in the vessels 
of the globus pallidus occurred in 50 per cent of the 
cases and were found in many diseases of various 
parts of the central nervous system. Arterial depos- 
its were seen in all of seven cases of paralysis agitans, 
in three of five cases of encephalitis lethargica, in 
four of seven cases of cerebral vascular disease, in 
two of four cases of general paralysis, in two of three 
cases of subacute combined degeneration, in three 
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cases of progressive muscular arthropathy, in two 
of three cases of disseminated sclerosis, in seventeen 
of twenty-nine cases of intracranial tumor, in three 
of five cases of spinal tumor, and in seven of thirty- 
four cases of other conditions. 

The ages of the patients, which ranged from 20 to 
81 years, bore no relation to the severity of the 
process. ‘Twenty-nine of the fifty patients with so- 
called calcification deposits were males. In most 
cases the process was confined to the globus pallidus, 
but in seven it involved a few vessels in the adjacent 
part of the internal capsule and in three had spread 
slightly to the putamen. 

The globus pallidus was usually affected in its 
anterior half; the tip was often free. Extension into 
the posterior part occurred in only three cases. Fre 
quently only a few arteries in the anterior half were 
involved—in early cases, only one or two. In five of 
the fifty cases of degeneration, one or more veins were 
affected, but the venous deposits were extensive in 
only two. Vascular deposits in the pallidum occurred 
without general arterial disease in a wide variety of 
conditions and in patients of very different ages. 
The extent of the condition ranged from involve 
ment of a single artery to infiltration of every artery 
and arteriole and even of some veins in the anterior 
half of the pallidum. The deposit occurred chiefly 
in the media or began in the adventitia and spread 
to the media. In some cases of atherosclerosis it was 
present also in the intima. Frequently deposits were 
found at the peripheral margin of the Virchow 
Robin space. In cases with general arterial disease 
the picture in the pallidum was often confusing and 
the arteries throughout the basal ganglia showed 
changes typical of atherosclerosis. 

Degeneration bodies were found in the globus 
pallidus in sixty-eight cases and in the putamen in 
thirty cases. Except in two cases, they were not 
found in the putamen unless they were present also 
in the pallidum and usually were more numerous in 
the pallidum, especially its anterior portion. As a 
rule they were discovered in areas with vascular 
degeneration and were present in early life (nine of 
the subjects were under 15 years of age). They were 
present also in the internal capsule and other parts 
of the basal ganglia but not so often nor in such large 
numbers as in the lenticular nucleus. ‘They usually 
appeared with vascular deposits, sometimes in large 
numbers, especially in an area situated a short dis 
tance behind the extreme anterior tip of the pallidum 
There were three varieties: spherical globules ranging 
in size from a point to bodies somewhat larger than a 
glial nucleus; mulberry-shaped bodies; and large 
bodies sometimes exceeding the size of a large nerve 
cell, more or less round and lobulated, and with or 
without bud-like processes. 
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The absence of symptoms referable to the lentic- 
ular nucleus in most of the cases shows that symp- 
toms, if present, cannot be attributed to the vas- 
cular degeneration nor to the immediately under- 
lying causes. Attention is called also to the fact that 
while extensive vascular deposits were found con- 
stantly in paralysis agitans, the discovery of equally 
advanced changes in other diseases indicates that 
such changes are only subsidiary and of slight sig- 
nificance in the pathogenesis of paralysis agitans. 
The vascular deposits and degeneration bodies are 
not responsible for any definite clinical syndrome 
but emphasize the marked tendency of the lenticular 
nucleus, especially the globus pallidus, to undergo 
degeneration in the latter half of life, even when it is 
not directly affected by the disease to which the 
patient succumbs. The deposit of iron salts is to be 
correlated with the high iron content of these parts 
of the brain. Wa ter C. Burket, M.D. 


Milligan, Sir W.: Cerebellar Abscess. J. Laryngol. 
& Otol., 1926, xli, 1. 

Intracranial abscesses due to acute pyogenic infec- 
tion of the middle-ear cleft are rare. In almost every 
case the progress of the infection from the original 
focus is slow and the destruction of tissue is insid 
ious and painless. 

The relative frequency of cerebral and cerebellar 
abscess has been the subject of considerable statis- 
tical inquiry. A review of the literature shows that 
cerebral abscesses are twice as frequent as cerebellar 
abscesses, but in the author’s cases cerebellar 
abscesses have been more than twice as numerous as 
cerebral abscesses. 

When a diagnosis of cerebellar abscess has been 
made, no time should be lost in opening up the 
posterior fossa. Unless this is done death may occur 
from sudden pressure on the respiratory or cardiac 
center or both. It has been the author’s custom, 
however, to relieve the intracranial pressure first by 
a lumbar puncture. Objection has been taken to this 
practice on the ground that when the pressure is 
relieved suddenly the brain stem may sink into the 
foramen magnum, with disastrous consequences, 
or the sudden release of fluid may cause the rupture 
of the abscess. The author believes that both of these 
objections are theoretical rather than practical 
since he has found lumbar puncture of value in 
numerous cases. 

Unless the patient is comatose, when rapidity in 
operating is essential, a radical mastoid operation 
should be performed and the lateral sinus exposed. 
The bone lying between the groove of the sinus and 
the internal auditory meatus should be freely cut 
away and as large an area of dura mater exposed as 
possible. This route is of advantage because twice as 
many abscesses are found located in front of the sinus 
groove as are found posterior to it. A disadvantage 
is that the area of cerebellar exposure is limited. 

After exposure, the dura mater should be incised 
and the antero-internal portion of the cerebellar 
lobe explored with a knife or a pus searcher, prefer- 
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ably the former. Punctures should be made in 
several directions. If the clinical indications point 
to the presence of an abscess and no pus is found, an 
opening should be made behind the sinus and the 
posterior portions of the cerebellum should be 
explored. ‘To expose as large an area of the cerebel- 
lar lobe as possible, an attempt may be made to dis- 
place the sinus. If this is impossible, it may be 
opened, plugged, and then resected. 
STANLEY J. SEEGER, M.D. 


Rea, R. L.: A Cerebral Tumor Displacing the Optic 
Tracts, Chiasma, and Nerves. Proc. Roy. Soc. 
Med., Lond., 1925, xviii, Sect. Ophth., 43. 


The author reports the case of a man 51 years of 
age, with complete blindness of the right eye of six 
weeks’ duration. The disk was slightly blurred, but 
definite papilloedema was not present. Vision and 
the visual field of the left eye were normal. ‘The 
Wassermann test and the rhinological and neurolog- 
ical examinations were negative. Three months 
later there was slight blurring of the left disk with 
definite papilloedema. A roentgenogram showed a 
much flattened sella turcica. 

A decompression operation was performed. Death 
from meningitis followed two days later. Post- 
mortem examination showed a tumor of the pituitary 
region 4 cm. across which had stretched and flat- 
tened the right optic tract and nerve (Fig. 1). Micro 
scopic examination showed the tumor.to be an 
endothelioma intimately connected with the walls 
of the cavernous sinus. 

In the discussion of this report it was brought out 
that the only way in which the tumor could have 





lig. 1. Base of brain with tumor (shaded) in situ. 





356 INTERNATIONAL ABSTRACT OF SURGERY 


given rise to the symptoms (complete blindness 
on the right side and only slight involvement, very 
late, of the left side) was through traction and pressure 
on the right optic nerve, as distinguished from the 
optic tract. SuMNER L. Kocu, M.D. 


Elsberg, C. A.: Problems in the Diagnosis and 
Treatment of Infiltrating Tumors of the 
Cerebral Hemispheres, with Remarks on a 
New Surgical Procedure. Am. J. M. Sc., 1925, 
clxx, 324. 

The author calls attention to the great difficulty of 
recognizing the exact nature of infiltrating sub- 
cortical supratentorial tumors and the frequency 
with which such tumors are operated upon without 
any helpful result. In order to reduce to the minimum 
the number of unsuccessful operative procedures 
and thereby improve the results of brain surgery, he 
suggests exploratory puncture through a trephine 
opening over the site of the suspected tumor. If no 
tumor is found directly under the trephine opening, 
he explores the subdural space with a flat probe. 

Resistance in the subdural space usually indi- 
cates the presence of a meningeal tumor and imme- 
diate operation for its removal. If no resistance is 
encountered in the subdural space, the cortex is 
explored. This may result in locating a cyst, an 
abscess, or a solid infiltrating tumor. If a cyst is 
encountered, it is drained, the cyst cavity is filled 
with air, and X-ray pictures are made. If the cyst is 
small and near the surface, it is excised or fixed with 
Zénker’s solution at a subsequent operation. If it 
is deep and extensive, further treatment is restricted 
to aspiration at regular intervals. If no cyst is 
encountered, the plugs of brain tissue removed in the 
puncture needle are examined microscopically. If 
examination reveals a glioma or spongioblastoma, 
further operative procedures are generally useless. 

If the puncture reveals marked dilatation of the 
lateral ventricle, indicating the presence of a tumor 
on the opposite side or at some point where it might 
impede the flow of fluid in the ventricular system, air 
is injected and an X-ray examination is made. 

This method reveals the nature and extent of sub- 
cortical growths. It is not used when the symp- 
toms are characteristic of a cortical growth, of 
pituitary tumor, of tumors of the floor of the third 
ventricle, or of tumors within the ventricles. 

SumNER L. Kocn, M.D. 


Dott, N. M., and Bailey, P.: A Consideration of the 
Hypophyseal Adenomata. Brit. J. Surg., 1925, 
xili, 314. 

Dott and Bailey report a study of the correlation 
of the clinical and pathological characteristics of 162 
cases of pituitary adenomata which are included in 
Cushing’s series of intracranial tumors. This is the 
first comprehensive report upon these particular 
tumors since the publication of Cushing’s mono- 
graph on the pituitary body. Several new interpreta- 
tions of known facts and some new physiological 
and clinical facts are presented. 


On the basis of accurate and specific cytological 
methods, Dott and Bailey recognize three definite 
histological types of pituitary adenomata. Of still 
more interest is the fact that these histological types 
are found more or less constantly associated with 
definite clinical syndromes. I believe that Cushing, 
in his prefatory note, expresses some slight reluctance 
toward accepting a hard and fast relation between 
the clinical and microscopical picture. At any rate, 
the material presented suggests that the syndrome of 
acromegaly corresponds to the chromophile ade- 
noma in which there is a predominance of eosino- 
philic granules; the syndrome of hypopituitarism toa 
chromophobe adenoma; and the mixed syndrome to 
a mixed type of adenoma. 

It is extremely interesting to note that eosino- 
philic cells were never found in an adenoma removed 
from a patient who showed no evidences of ovcr- 
growth of any kind. It seems logical therefore to 
conclude that the pars distalis exerts an influence 
on growth and that eosinophilic cells are the cells 
chiefly concerned. 

In the treatment of the hypophyseal adenomata 
the use of X-ray irradiation as a substitute for and 
an adjunct to surgical therapy is considered. Dott 
and Bailey recommend a trial of X-ray treatment 
unless there is serious danger of loss of vision. In 
the latter event a sellar decompression should be 
done. During X-ray therapy the visual fields should 
be carefully controlled. This fact should be strongly 
emphasized, particularly to those who are some- 
what enthusiastic about confining their entire 
therapy to X-ray exposures. Cushing, whose views 
the authors reflect, prefers a transphenoidal opera- 
tion in the presence of an adenoma, and uses the 
transfrontal operatian in cases of parahypophyseal 
lesions or intracranial extension of the tumor. X-ray 
therapy is advised following operation to retard the 
progress of the tumor. Loyat Davis, M.D. 


Blalock, A., and Crowe, S. J.: The Recurrent 
Laryngeal Nerves in Dogs: Experimental Stud- 
ies. Arch. Surg., 1926, xii, 95. 

In experiments on seventeen dogs the authors 
anastomosed the following nerves to the severed 
recurrent laryngeal nerve: (1) the descending hypo- 
glossal nerve (end-to-end); (2) the main trunk of 
the vagus (end-to-side); (3) the main trunk of the 
phrenic nerve (end-to-side); (4) the root of the 
phrenic nerve which comes from the third cervical 
nerve (end-to-side); and (5) the opposite recurrent 
laryngeal nerve (end-to-side). 

Observations on the movements of the cords after 
the anastomosis were made while the animals were 
under light ether anesthesia. In most of the cases 
the response to direct electrical stimulation of the 
nerve proximal and distal to the anastomosis was 
also noted. The histological studies were made 


principally on preparations stained by the Biel- 
chowsky, Cajal, and Weigert methods. 

There was definite evidence of regeneration fol- 
lowing the use of each of the nerves employed. It is 
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emphasized that conclusions drawn from observa- 
tions on the movement of the cord during anesthesia 
are not reliable. Electrical stimulation of the recur- 
rent laryngeal nerve on either side of the anastomo- 
sis, the ‘histological demonstration of new axis 
cylinders, the regeneration of myelin sheaths, and 
an increased number of neurilemmal nuclei are 
necessary to prove the return of function. The 
nerves best adapted to anastomosis with the recur- 
rent laryngeal nerve seem to be the descending 
hypoglossal and the upper root of the phrenic nerve. 
The use of the descending hypoglossal nerve is of 
advantage because this nerve is situated near the 
larynx where operative injuries of the recurrent 
laryngeal nerve usually occur and it is a larger nerve 
than the root of the phrenic nerve. On the other 
hand the phrenic nerve is a respiratory nerve and 
hence better suited to supply the impulses for the 
delicate movements of the vocal cords. In the dog, 
the use of the upper root of the phrenic nerve does 
not cause paralysis in any portion of the diaphragm. 
STANLEY J. SEEGER, M.D. 


SPINAL CORD AND ITS COVERINGS 


Sharpe, W., and Peterson, C. A.: The Danger in 
the Use of Lipiodol in the Diagnosis of Obstruc- 
tive Lesions of the Spinal Canal. Ann. Surg., 
1926, Ixxxiii, 32. 

For diagnostic purposes the authors injected 1 
c. cm. of lipiodol into the spinal theca in three cases 
of obstructive lesions of the spinal canal. In one 
case the injection was made by cisterna magna 
puncture and in two cases by lumbar puncture. The 
results were of definite diagnostic value, but in the 
case in which the cisterna magna puncture was done 
the lipiodol which was arrested in the mid-dorsal 
region caused such a severe inflammatory reaction 
that its removal by laminectomy became necessary. 
At this operation two encysted globules of lipiodol 
surrounded by numerous newly formed adhesions 
were found. The oil remained unabsorbed after five 
and one-half months. 

In the two other cases, X-ray examination showed 
the lipiodol to be still unabsorbed after fifteen 
months. The fact that in numerous roentgenograms 
its position was unaffected by changes of posture 
suggested that in these cases also it had become 
encysted. The absence of severe symptoms of 
irritation in these cases is attributed to the fact that 
the injection was made by lumbar puncture and the 
lipiodol settled to the lowest part of the spinal theca 
in the sacral cul-de-sac. 

The lipiodol employed was tested and reported 
aseptic and chemically pure. 

The authors therefore conclude that lipiodol 
should be injected only by lumbar puncture with 
the patient in the Trendelenburg position so that it 
can sink to the neurologically less important struc- 
ture of the cul-de-sac of the caudal spinal theca 
where its presence will cause less harm than in other 
parts, and that it should be employed only as a last 


resort to confirm the findings of neurological 
examination in cases in which it can be removed at a 
probable subsequent operation. They believe also 
that in doubtful cases an exploratory laminectomy 
is better than the injection of lipiodol and that in 
many cases the injection of air into the spinal theca 
by lumbar and cisterna magna puncture will be 
found sufficiently satisfactory for X-ray examination 
until a non-irritating absorbable substance can be 
discovered. Wa ter C, Burket, M.D. 


Mixter, W. J.: Compression of the Spinal Cord by 
Tumor. Ann. Surg., 1925, |xxxii, 865. 

Except in the rare instances of metastatic malig- 
nant disease with destruction of the cord, the 
symptoms of spinal cord disturbance due to a tumor 
must be caused by compression associated with 
more or less complete blockage of the cerebrospinal 
fluid space at the tumor level. 

Lumbar puncture should be done in every case 
in which a cord tumor is suspected. If the presence 
or absence of blockage is doubtful, combined punc- 
ture of the cisterna magna and the lumbar space is 
indicated. Lumbar or combined puncture should be 
associated with careful manometric readings and a 
chemical and cytological study of the fluid. Opera- 
tion is contra-indicated in cases with negative cere- 
brospinal fluid findings, but is indicated in cases 
with inconclusive neurological evidence if the fluid 
shows signs of block. 

In Mixter’s series of cases, lumbar puncture was 
positive in 80 per cent and combined puncture was 
necessary to eliminate doubt in 20 per cent. 

The author limits the use of Sicard’s method of 
injecting lipiodol into the subarachnoid space for 
X-ray localization to cases with positive block. If 
the localization can be made without an injection 
he prefers not to employ lipiodol as it remains in- 
definitely in the cerebrospinal space and is tem- 
porarily irritating, as indicated by a rise in the 
temperature, headache, and an increased cerebro- 
spinal fluid cell count. 

In the use of lipiodol from 1 to 2 c.cm. is injected 
by cisternal puncture with the patient in the recum- 
bent position. The passage of the oil through the 
canal is then followed either with the fluoroscope 
or by a series of plates. During its descent it is 
seen in elongated sausage-shaped masses. If there 
is no obstruction, it settles in the lower end of the 
lumbar sac, usually in the form of an inverted 
cone. In false arrest the masses retain the sausage 
shape. In true arrest from obstruction of the canal 
it forms a cap over the tumor or narrow streaks 
alongside the obstruction. 

At laminectomy the author dissects one side of 
the spinous processes and then undercuts them so 
that closure may be made by careful approximation 
of the fascia to the interspinous ligament. Local 
thinning of the epidural fat suggests tumor. If no 
tumor is found when the dura is opened, the be- 
havior of the cerebrospinal fluid is noted. If there 
is no obstruction a pulse wave is transmitted down- 
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ward from the cranial cavity. If the canal is not 
blocked by a tumor higher up, temporary compres- 
sion of the jugulars will cause the spinal fluid to rise 
rapidly in the wound. The dural base of tumors 
should be removed and the defect closed with a 
free transplant to prevent leakage of the fluid. 

A very considerable percentage of tumors causing 
compression of the cord can be easily and com 
pletely removed. Early diagnosis and early removal 
offer a chance for complete functional recovery. 

Water C. Burkert, M.D. 


PERIPHERAL NERVES 


Dickson, F. D.: Peripheral Nerve Injuries Asso- 
ciated with Fractures of the Long Bones. 
South. M. J., 1926, xix, 37. 

Nerve injuries associated with fracture include: 
(1) crushing or division of the nerve by the trauma- 
tizing force causing the fracture, (2) trauma caused 
by the bone fragments, (3) involvement by callus, 
and (4) compression by haemorrhage and secondary 
exudates due to inflammation. 

In the author’s thirty-one cases of nerve injury 
associated with fracture the lesion was due to com- 
pression in twenty-six (proved at operation in 
twenty-one), to the force causing the fracture in one, 
to bone fragments in three, and to callus in one. 

The nerve injured was the median nerve in seven 
cases, the ulnar nerve in six, the median and ulnar 
nerves in four, the musculospiral nerve in four, the 
internal popliteal nerve in two, the external popliteal 
nerve in five, and the sciatic nerve in one. 

The diagnosis of the cause of the lesion was based 
on the history and the findings at operation. Com- 
pression was believed to be the cause when the nature 
of the traumatizing force precluded grave nerve 
damage and when, at operation, the nerve was found 
caught between bone ends or in callus or scar tissue. 

Compression injury is the result of a large hamor- 
rhage from the fracture followed by an exudation 
due to inflammation which increases the pressure 
within the deep fascia and finally by organization of 
the blood and exudate into a contracting scar tissue 
which probably still further increases the pressure. 

Most nerve injuries caused by compression occur 
in fractures near a joint such as the elbow, wrist, or 
knee, where there is little muscle to overcome the 
pressure by distention and the nerve is surrounded 
only by tendon and fascia which permit little expan- 
sion. The compression is increased also by venous 
congestion resulting from compression of the veins 
by the hemorrhage and exudate. 

When general venous congestion is the chief 
factor, the nerves are damaged over a considerable 
distance. In the author’s two cases of this type the 
median and ulnar nerves were involved from the 
elbow to the wrist. 

Dickson believes that in Volkmann’s ischemic 
paralysis interference with nerve conductivity is of 
importance as well as the muscle degeneration 
resulting from the venous congestion. 


When the nerve is dissected from the mass of scar 
tissue in cases of compression injuries it is found to be 
very hard, sclerotic, and decreased in size and its 
sheath is found to be thickened and closely adherent 
to the underlying fasciculi. The increase in the con- 
nective tissue suggests the occurrence of a hamor- 
rhage within the sheath of the nerve. 

The sensory, motor, and trophic disturbances and 
the deformity in cases of nerve injury vary with the 
nerve involved and the site and extent of the injury, 
The sensory symptoms include complete anzsthesia 
indicating complete section of the nerve or destruc- 
tion of its conductivity; marked depression of pro- 
topathic and epicritic cutaneous sensibility indicating 
serious interference with conductivity; pain; numb- 
ness; hyperasthesia; and causalgia indicating com- 
pression sufficient to cause irritation without loss of 
conductivity. The trophic signs include atrophy, 
trophic nail changes, scaling and glossiness of the 
skin, faulty desquamation, localized sweating, dusky 
discoloration, and ulceration. The motor symptoms 
include weakness, spasticity, and complete paralysis. 

The occurrence of paralysis and loss of sensation 
over the distribution of a nerve immediately after 
an injury indicates complete division or a serious 
damage of the nerve. When these signs are noted 
after the reduction of a fracture, they indicate that 
the nerve has been injured or caught between the 
bone ends during the reduction. Gradually increas- 
ing numbness, pain, and weakness after eight, 
twelve, or twenty-four hours indicate compression 
injury. 

Early operation is advisable in cases of nerve 
injury. Even if the diagnosis is erroneous, exposure 
of the nerve for its inspection does no damage. 
Complete crushing or section requires end-to-end 
suture. Nerves caught between bone fragments 
must be freed. In compression trauma, neurolysis 
is indicated. The author always transplants the 
nerve to a new bed in an adjacent muscle, without 
fascia, fat, or foreign substance. After the operation 
on the nerve, the deformities are corrected because 
time is saved if this is done during the healing of the 
nerve. 

When a case is first seen several months or years 
after the injury, neurolysis and transposition of the 
nerve to a new bed with correction of the deformities 
may give a satisfactory result or render a deformed, 
useless limb fairly useful. 

Of the author’s thirty-one cases of nerve injury, 
twenty-six were operated upon. Of sixteen which 
were seen within six months after the injury, 
recovery was complete in eleven and in two there 
was a 75 per cent recovery of function. In three, 
improvement has occurred, but the operation was 
performed too recently to warrant conclusions as to 
the outcome. 

Of three cases which were first seen within one or 
two years after the injury, there has been a 75 per 
cent recovery of function in one. In another, the 
treatment failed. The third was operated upon only 
recently. 
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Of seven cases which were first seen more than two 
years after the injury (one after five years), a 75 per 
cent recovery of function was obtained in one and a 
50 per cent recovery of function in four. In one case 
the treatment was a failure, and in another the 
operation was performed too recently to warrant 
conclusions as to the result. 

Of eleven cases of Volkmann’s ischemic paralysis, 
nine were operated upon. In two in which the nerves 
were caught between bone fragments excellent 
results were obtained by neurolysis. In seven, the 
lesion was due to compression. In two cases the 
nerve destruction was so complete that nothing 
could be expected from neurolysis. In the remaining 
five, the hand has been rendered useful. 

In Volkmann’s ischemic paralysis the author does 
an immediate neurolysis of the median and ulnar 
nerves if this is indicated, and after the reaction to 
the operation has subsided he applies a wedge- 
shaped plaster cast and gradually stretches the 
flexion contracture until the wrist and fingers are in 
hyperextension. A removable splint is.then applied 
and exercises are begun. As function returns the 
splint is cut down. 

Dickson draws the following conclusions: 

1. A nerve injury complication greatly prolongs 
convalescence in cases of fracture and often leaves 
the limb permanently crippled. 

2. A search should be made for nerve injury 
when the fracture is first seen, after it has been 
reduced, and at frequent intervals during the after- 
treatment. 

3. Early end-to-end suture or neurolysis results 
in a cure in a high percentage of cases, while delay 
of treatment means an unsatisfactory result and 
often permanent crippling. 

4. It should be borne in mind that the fractured 
extremity consists of muscles, blood vessels, and 
nerves as well as bone. A fracture should be treated 
to secure both anatomical reposition of the bone 
fragments and proper function of the part. 

Wa ter C. Burket, M.D. 


Philips, H.B., and Rosenheck, C.: Neuro-Arthrop- 
athies of Peripheral Nerve Injury Origin: 
Report of Two Cases. J. Am. M. Ass., 1926, |xxxvi, 
169. 

The incidence of neuro-arthropathies of periph- 
eral nerve injury origin is startlingly high. During 
the last four years, the authors have seen twenty- 
five neurotrophic joints. Of this number, twenty- 
two represented the classical Charcot form of tabes. 
One of them was caused by syringomyelia, and two 
were due to peripheral nerve injury. None was 
attributable to a spinal injury or anomaly, a cause 
stressed by European neurologists. It is significant 
that in a review of a large series of spinal anomalies 
and fractures observed for several years, the authors 
were unable to find a single case of associated neuro- 
arthropathy. 

Neuro-arthropathies of peripheral nerve origin 
occur in laborers subjected to prolonged or repeated 
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muscular strain or severe traumata to the joint pro- 
duced by direct or indirect violence. They develop 
very insidiously with moderate disability. The 
progressive swelling of the joint may attain con- 
siderable proportions. The disability that ultimately 
supervenes is apparently the result of mechanical 
factors secondary to the marked periarticular swell- 
ing and disorganization of the joint. Pain may be 
entirely absent, as in neuro-arthropathies of central 
origin. 

Physical examination reveals a markedly swollen 
joint with distended synovial sacs. The skin is 
tense and glossy, and the veins over the joint may be 
prominent. The picture suggests a malignant tumor. 
Attention is called to the neurogenic nature of the 
condition by the striking absence of pain and ten- 
derness during manipulation of the joint. The neu- 
rological and blood and spinal fluid examinations 
are negative, and the roentgen-ray appearance offers 
convincing evidence of a neuro-arthropathy. The 
diagnosis may be made from a combination of 
positive roentgen-ray and physical findings and 
negative neurological and serological data with a 
history of delayed onset after injury. 

Two cases are reported. One of the patients had 
had an exploration of the shoulder joint for sus- 
pected malignancy before he was seen by the 
authors. 

As these patients have been under observation for 
only two years, the course of the condition cannot 
be definitely stated, but both of them are at present 
doing hard work, and apart from the disability 
incidental to the mechanical disturbance, suffer no 
apparent discomfort. 

The authors maintain that we must abandon the 
theory advanced by Charcot that all types of neuro- 
arthropathies are the result of central nervous 
disease such as syringomyelia or tabes. The pos- 
sibility of neuro-arthropathy should be considered 
in all cases of obscure or ill-defined joint manifesta- 
tions, even in the absence of cord disease. Some 
time later than Charcot, Virchow found changes of 
a deleterious character in bones and joints following 
peripheral nerve injury, but no particular attention 
was paid to his report at that time. 

STANLEY J. SEEGER, M.D. 


Stewart, J. E.: An Experimental Study of Trans- 
plantation of the Nerve Supply of Muscles. 
J. Bone & Joint Surg., 1925, vii, 948. 

In an experimental study to determine the effect 
of transplantation on nerves, the author resected 4 
cm. of the nerves to the right and left rectus femoris 
and then divided the muscles transversely. A seg 
ment of the sartorius muscle at the entrance of its 
nerve was accurately sutured into the gap in the 
left.rectus. The right rectus was resutured with- 
out the nerve-muscle transplant. In three dogs, 
after two, two and one-half, and three months 
respectively, faradic stimulation of the nerve 
caused contraction of the left rectus, though no 
actively staining axis cylinders were found in the 
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nerves distal to the transplant. The right rectus 
was atrophied and gave the reaction of degenera- 
tion in each case. 

In a second series of experiments the femoral nerve 
was resected from its origin from the sacral plexus 
to its distribution in the thigh. Several weeks 
later a segment from the adductor longus was 
transplanted into an artificial defect in the paralyzed 
rectus femoris. The result in four dogs was negative. 

In a third series of experiments the normal rectus 
femoris was divided distal to the entrance of its 
nerve and immediately resutured. When the 
suturing was accurately performed, regeneration 
with power of contraction took place, even though 
the nerve had been paralyzed by an alcohol injection 
two months previously. 

The author concludes from his experiments that 
it is possible to reneurotize a paralyzed muscle by 
transplanting into it a block of active muscle with 
its nerve supply, but that because of technical dif- 
ficulties the practical value of the procedure is 
doubtful. 

In the discussion, MAYER stated that Stoffel and 
Spitzy had not been able to transplant nerves suc- 
cessfully although Stoffel at one time, because of 
incomplete observations, reported a successful case. 
Both Mayer and Nutr stated that slight neurotiza- 
tion of paralyzed muscle might be obtained, but 
that it was not extensive enough to be of practical 


value. SumNER L. Kocn, M.D. 
SYMPATHETIC NERVES 
Danielopolu, D.: The Surgical Treatment of 


Angina Pectoris. Brit. M.J., 1926, i, 180. 


In the Jonnesco method of treating angina pec- 
toris the division of certain nerves, such as the 
cardiac accelerator fibers, is associated with danger, 
and nerves which may be divided to advantage and 
without injury are left untouched. By the author’s 
method, the former are left intact and many 
nerves which contain sensory cardio-aortic fibers— 
possibly more than in the Jonnesco operation— 
are severed. In order to judge the value of the Jon- 
nesco operation the cases which are now sufficiently 
numerous should be followed up for several years. 

Dahielopolu’s operation is contra-indicated when 
signs of myocardial insufficiency are present, as in 
cases of anginal attacks complicated by pulmonary 
cedema, a complication indicating the presence of 
extensive myocardial degeneration. Whenever it is 
performed it should be as complete as possible, con- 
sisting in resection of the cervical sympathetic (the 
inferior cervical ganglion being left intact) with sec- 
tion of fibers of the cervical vagus and its intra- 
thoracic branches, section of the vertebral nerve, and 
section of communicating branches uniting the infe- 
rior cervical ganglion and first thoracic nerve with 
the sixth, seventh, and eighth cervical and _ first 
dorsal nerves. If a nerve is present which connects 
the superior laryngeal and the vagus, this also must 
be cut. Any inaccessible nerves must be left. 
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Cervical sympathectomy alone may be very 
effective, but sometimes is impossible because the 
patient’s general condition is poor. In such cases the 
treatment should include simple section of the cer- 
vical sympathetic bundle, with or without section 
of the vertebral nerve, intrathoracic branches of the 
vagus, and the communicating rami. ‘The number 
of sensory cardio-aortic fibers will be thereby reduced 
and the pressor reflex, which is the primary cause of 
the anginal attacks, will be diminished. The opera- 
tion may then be completed at a later date when 
clinical improvement has occurred. 

Surgical treatment may be considered also for ab- 
dominal angina. Some of these cases are only angina 
pectoris with an unusual pain distribution, and may 
be relieved by the surgical treatment applicable to 
ordinary angina pectoris. In others, however, there 
is a true abdominal syndrome due to arteritis or 
atheroma in the abdominal aorta, the coeliac trunk, 
or the gastro-intestinal arteries and referable chiefly 
to sensory fibers supplying the abdominal viscera. 
To prevent the attacks in such cases the solar plexus 
must be treated. 

Cases of angina pectoris for surgical treatment 
must be well selected. The completeness of the 
operation will depend upon the patient’s condition. 
The Jonnesco method involving the removal of the 
stellate ganglion may perhaps be abandoned, but 
the method suggested in this article seems to offer 
great promise. STANLEY J. SEEGER, M.D. 


Fedoroff, S. P., and Saposchkoff, K. P.: The 
Technique of the Operative Treatment of 
Angina Pectoris by Section of the Depressor 
Nerve (Zur Technik der operativen Behandlung der 
Angina pectoris mit Durchschneidung des Nervus 
depressor). Zentralbl. f. Chir., 1925, lii, 1937. 

In man, the origin and course of the depressor 
nerve show many variations. This fact led to the 
custom of making a long incision and a careful dis- 
section in the deep tissues in sectioning the depressor 
nerve for the relief of angina pectoris. The entire 
field of operation was laid open freely from the gan- 
glion nodosum of the vagus to the thoracic aperture. 

In order to simplify the operation and to make it 
possible to find the depressor nerve at its origin, the 
authors undertook anatomical investigations upon 
the cadaver. They found the following six variations 
in the origin and course of the nerve: 

1. The depressor simply branched off from the 
recurrent laryngeal and superior laryngeal nerves 
and ran either directly to the thoracic aperture or 
followed the trunk of the vagus. 

2. It arose from the main trunk of the superior 
laryngeal nerve and joined the sympathetic. 

3. It arose from the main trunk of the superior 
laryngeal nerve but joined the vagus. 

4. It arose in the angle between the superior 
laryngeal nerve and the ganglion nodosum and ran 
along the vagus. 

5. It divided into two branches, each of which 
remained independent. 
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6. It was formed by two roots, one from the 
superior laryngeal nerve and the other from the 
upper ganglion of the sympathetic, and ran along- 
side the vagus. 

Therefore it is necessary only to expose the point 
of division from the vagus and the superior and 
recurrent laryngeal nerves. Any branch which lies 
in this angle, arises at its apex, or comes off its sides, 
and then either runs independently or unites with 
the vagus or the sympathetic nerve is the depressor 
nerve. Knowledge of this fact renders unnecessary 
the tedious dissection of the entire region of the neck. 

The authors give a detailed description of the 
operative technique and supplement their article 
with several good illustrations. RIEDER (Z). 


MISCELLANEOUS 


Skillern, R. H.: Headaches—The Nasal Aspect. 
Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 917. 

The headache or pain of sinus disease results 
from acute congestion of the mucous membrane 
with partial or complete obliteration of the sinus 
cavity or from the pressure of retained exudate on 
the inflamed mucous membrane. The absorption of 
toxins from the bacteria present is probably an 
associated factor. ‘The author believes that “ vac- 
uum headache” is uncommon and difficult of 
demonstration. 

The pain may be dull, splitting, throbbing, or 
sickening and may change from time to time. It 
may come on in the morning and cease completely 
in the afternoon. Its character and intensity depend 
on the severity of the infection and on whether the 
pathological process is in the acute or the quiescent 
stage. Alcohol and tobacco usually increase it 
because of the added congestion they induce. 


Though the pain resulting from sinus disease 
shows many variations, certain fairly definite char- 
acteristics are noted. In a given infection the pain 
will always recur in the same place. Complete 
absence of pain the author has never known. 

The typical pain of antrum infection is directly 
over the frontal sinus of the same side. Occasionally 
there may be a feeling of distention or pressure in 
the antrum, but tenderness on pressure is usually 
absent. 

The pain of frontal sinus infection is a dull head- 
ache which increases until it becomes splitting or 
throbbing during the acute stages and recedes again 
during the quiescent stage. The pain usually remits 
during the afternoon. In chronic cases, particularly, 
the symptoms may be relatively mild in spite of 
extensive involvement including even cerebral com- 
plications. 

The pain of ethmoid inflammation is felt partic- 
ularly as a dull pressure over the parietal regions 
which sometimes extends into the temporal regions. 
A pathognomonic but not constant sign is pain 
between the eyes directly above the root of the nose. 
In the hyperplastic type of ethmoid disease pain is 
more constant; in the suppurative type pain is more 
severe. 

The characteristic pain of sphenoid inflammation 
is a diffuse feeling of pressure in the occiput, some- 
times extending into the mastoid processes and even 
to the temporal region. Occasionally there may be 
dizziness, especially on stooping, and pain below 
the eye in the region of the infra-orbital nerve. 

The degree and extent of the pain vary with the 
varying pressure within the sinus. During the stage 
of retention, the pain is sickening and throbbing; 
during the quiescent stage there is only a feeling of 
heavy pressure. SuMNER L. Kocn, M.D. 











CHEST WALL AND BREAST 


Greenough, R. B.: Varying Degrees of Malignancy 
in Cancer of the Breast. J. Cancer Research, 1925, 
1X, 453- 

Greenough reports a study of the cases of carci- 
noma of the breast that were operated upon radi- 
cally at the Massachusetts General Hospital during 
the years 1918 to 1920. A definite classification of 
degrees of malignancy of these tumors was worked 
out and has been corroborated by the postoperative 
course. The conclusions drawn from the study are 
summarized as follows: 

1. The degree of malignancy of a given cancer of 
the breast can be determined with reasonable 
accuracy by a study of the histology of the original 
tumor. Three classes of malignant tumors can be 
distinguished—those of low, medium, and high 
malignancy. 

2. Such a classification is of importance in the 
prognosis and should be of assistance in the evalua- 
tion of therapeutic measures. 

3. As indicating the degree of malignancy of a 
given tumor, the following factors are of importance: 
(a) the degree of differentiation as shown by the 
arrangement of the cells; (b) the degree of secretory 
activity of the cell protoplasm as shown by vacuoles 
and droplets of mucoid material; (c) the uniformity 
of the size of the cells and nuclei; and (d) the absence 
or presence of hyperchromatic changes in the nucleus 
and the number and shape of mitotic figures. 

4. High malignancy is shown by cells and nuclei 
of irregular shape and size without secretory function 
and arranged in solid columns, numerous and irreg- 
ular mitoses, and hyperchromatism. ‘The extreme 
degree of these features is pleomorphism. 

5. A tumor of adenomatous arrangement (adeno- 
carcinoma) with cells and nuclei of uniform size, few 
mitoses, and absence of hyperchromatism is of low 
malignancy. 

6. A high degree of round-cell infiltration appears 
to indicate a considerable degree of cell degeneration 
and is not to be relied upon as an indication of resist- 
ance to the cancer growth. 

7. Hyalinization of the stroma does not indicate 
active resistance to the tumor growth, being rather 
a factor of the age or previous condition of the mam- 
mary tissue in which the tumor lies. 

Joun J. Mavoney, M.D. 


Lee, B. J., and Tannenbaum, N. E.: Recurrent 
Inoperable Carcinoma of the Breast: An 
Analysis of 363 Cases Treated by Radium and the 
Roentgen Ray. J. Am. M. Ass., 1926, lxxxvi, 250. 


This article is a report of the course and an analysis 
of the treatment of 363 cases of recurrent, inop- 
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erable, and metastatic carcinoma of the breast 
which were admitted to the breast clinic of the 
Memorial Hospital, New York, prior to May 1, 
1922. The interval since these cases of carcinoma 
were first observed has been therefore three years 
or more. 7 

Cases of recurrent mammary carcinoma were 
classed as inoperable when one or more of the fol- 
lowing conditions were present: (1) recurrent, dif 
fuse, subcutaneous nodules in the operative field, 
(2) a single recurrence fixed to the chest wall, (3) 
axillary nodes in the same side with extension well 
up beneath the clavicle, (4) well-marked fullness of 
the supraclavicular fossa of the involved side, with 
or without palpable nodes, (5) involved nodes in the 
opposite axilla, (6) evidence of involvement of the 
opposite breast, (7) intrathoracic metastases, (8) 
recurrence following operation on an inflammatory 
carcinoma of the breast, (9) metastases to bone, and 
(10) metastases to distant organs. 

Table 1 groups the cases according to the time 
they entered the clinic. Table 2 gives the ages at 
which the cancer developed in the 352 cases in which 
it was known, and Table 3 the ages of the thirty 
four patients who are still living. In Table 4 the 
operations which were performed in 302 cases are 
listed. Table 5 shows the increase in the number of 
radical mastectomies. Table 6 gives the sites of the 
recurrent carcinomata, and Table 7 the pathological 
histology in 166 cases. 

The authors believe that radiation therapy offers 
the only hope of arresting or eliminating the disease 
or of relieving its distressing symptoms. In the 
cases reviewed the roentgen ray was used most fre 
quently because the lesions presented were best 
handled by this agent. The next greatest number of 
cases were treated by a combination of radium and 
roentgen-ray irradiation. Frequently both agents 
were used over identical areas. The technique of the 
treatment is described in detail. 

Tables 8 and 9 give a summary of the results of 
the treatment in the 363 cases, and Table 1o sum 
marizes the data of the thirty-four in which the 
results were favorable cases. 

The authors draw the following conclusions: 

1. As prophylaxis against the recurrence of car- 
cinoma of the breast a careful selection of patients 
for operation should be made. 

2. Pre-operative and postoperative cycles of 
roentgen-ray treatment constitute an important 
prophylactic measure against recurrence. 

3. Carefully planned irradiation which is properly 
applied to recurrent carcinoma of the breast defi- 
nitely prolongs life and may control the disease for a 
considerable number of years. 

emit C. Ropitsnek, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Grady, H. W.: The Demonstration of the Bron- 
chial Tree by Intratracheal Injections of Lipio- 
dol. Am. J. Roentgenol., 1926, xv, 65. 


To demonstrate bronchiectasis and lung abscess 
the author has injected lipiodol by the intercrico- 
thyroid route. His technique is as follows: 

Under local anesthesia a small curved trocar is 
introduced into the trachea through the cricothyroid 
membrane and about 5 c.cm. of 1 per cent novocain 
is injected into the trachea. As soon as the coughing 
subsides, the lipiodol, warmed to body temperature, 
is injected. The injection is made very slowly. The 
amount of lipiodol varies from 15 to 20 c.cm. The 
patient is placed in such a position that the oil will 
flow into the involved area. Elevating the shoulders 
and turning the body to one side causes it to flow 
into the dependent portion of the lung. Changing 
the degree of inclination during the injection aids in 
filling the bronchi. Roentgenograms are made 
immediately after the injection. 

The greater part of the lipiodol is eliminated by 
coughing within a few hours after the injection. The 
remainder gradually disappears, usually in one or 
two weeks. In one of the author’s cases, however, a 
small amount remained in the lung for four months. 

In conclusion, Grady states that the possibility 
of harm from this procedure is slight but cannot be 
dismissed from consideration. 

Joun J. MALoney, M.D. 


Stewart, D. A.: The Medicosurgical Borderland in 
Thoracic Tuberculosis. Arch. Surg., 1926, xii, 288. 
Stewart states that with the new facilities and 
methods being used today in the treatment of pul- 
monary tuberculosis the results are much better than 
the best obtained a few years ago and can be fur- 
ther improved. 

Pneumothorax is applicable to about 15 per cent 
of the cases, and it appears probable that phreni- 
cotomy, which has not yet been well tried out, wil! 
have a fairly wide field of usefulness, especially as a 
supplement to pneumothorax and thoracoplasty. 

In chronic residual disease walled up in the apex 
of the lung there is need of surgical measures which 
are associated with less danger and less destruction 
of the tissues than a complete thoracoplasty. Old 
methods of pneumolysis' may be unsatisfactory, but 
meet a need. 

Tuberculous empyema is often cleared up without 
drastic treatment. 

Thoracoplasty has saved life and is indicated in from 
1 to 2 per cent of cases of pulmonary tuberculosis, 
but should be used only when the ordinary hygienic 
and dietetic régime, pneumothorax, or phreni- 
cotomy or a combination of these does not offer an 
equal chance of saving or prolonging life. 

An earlier opportunity to perform thoracotomy, 
which is desirable, is dependent upon earlier diagno- 
sis, earlier medical treatment, and especially earlier 
pneumothorax. Howarp A. McKnicut, M.D. 
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Eggers, C.: Lung Abscess Complicated and Hid- 
den by Empyema. Arch. Surg., 1926, xii, 338. 

This article is based on ten cases of lung abscess 
complicated by empyema. Roentgenograms and 
photographs of some of the patients are reproduced. 
Case reports are given in detail to illustrate various 
types of lung abscess. 

The cause of a lung abscess does not seem to 
determine its position. In one of the cases reviewed 
the abscess followed a septic abortion and in two it 
followed an operation and was due to the aspiration 
of septic material. In seven, the abscess was on the 
right side, and in three on the left side. 

In some cases a lung abscess may rupture into a 
bronchus and become evacuated by that route. In 
others it may rupture into the pleura. Sometimes 
both processes occur simultaneously. 

Various clinical and pathological pictures are pre- 
sented by the development and course of lung 
abscesses. Rupture may occur slowly, giving the 
overlying parictal pleura a chance to become adhe- 
rent. In such cases an encapsulated empyema is 
formed. In other cases the perforation may occur 
suddenly and cause a complete pneumothorax. 

Occasionally large abscesses formed within the 
lung contain so much pus that they are mistaken for 
empyema. ‘These probably begin as peripheral ab- 
scesses. 

Many peripheral abscesses without any communi 
cation with the bronchi are never recognized as lung 
abscesses. Free thoracic drainage and free drainage 
into the pleura are important. Damming back of 
the pus causes constant re-infection and prolongs 
convalescence. 

In most cases of lung abscess there is some com 
munication between the abscess and the bronchi and 
pus is expectorated. The tension in the abscess is 
therefore not great, and the perforation into the 
pleura is not large. If the bronchial communica- 
tion is large, the opening into the pleura is apt to be 
correspondingly small, whereas if the rupture into 
the pleura is large, little or no pus is expectorated. 

The fact that all of the author’s patients recovered 
suggests that the rupture of a lung abscess into the 
pleura may be considered rather favorable. This 
appears to be true especially of abscesses that per 
forate slowly and give the overlying parictal pleura 
an opportunity to become adherent and limit the 
extent of the exudate. It appears to be true also 
of the peripheral abscesses that do not communicate 
directly with a bronchus since such abscesses may 
form an ordinary empyema and drainage of the 
empyema will lead to a cure. On the other hand, if 
the abscess communicates with a bronchus, a pyo 
pneumothorax may result with collapse of the lung, 
a more serious condition which greatly prolongs the 
convalescence. However, these bronchial fistula 
usually do not require a secondary operation since 
as a rule they become obliterated spontaneously. 
Adequate drainage of the thorax and sometimes 
mobilization of the lung is necessary to bring about 
healing. Cart R. Stetnke, M.D. 
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Singer, J. J., and Graham, E. A.: Roentgen-Ray 
Study of Bronchiectasis. Am. J. Roentgenol., 
1926, xv, 54. 

SINGER and GRAHAM state that bronchiectasis can 
be diagnosed best by correlating the findings in 
roentgen-ray plates taken with the patient in various 
positions with the history and the findings of phys- 
ical examination. 

They do not advocate the use of bismuth sub- 
carbonate, bismuth in oil, and lipiodol for localiza- 
tion of the disease process as these. substances are 
apt to cause foreign-body complications. Instead, in 
selected cases, they use a diagnostic pneumothorax. 
They state that in bilateral bronchiectasis this will 
show which of the lungs is the more diseased. 
Characteristic of bronchiectasis are triangular den- 
sities with their apices at the hilum. 

After the first roentgen plate is taken, postural 
drainage should be instituted. Subsequent plates 
will give information as to the size of the bronchiec- 
tatic area. The diagnosis of atelectatic bronchiec- 
tatic lobes can be made before operation. 

Joun J. MAtoney, M.D. 


Lilienthal, H.: Vital Capacity Following Lobec- 
tomy. Arch. Surg., 1926, xii, 286. 


The author states that if a patient who has been 
subjected to lobectomy is comfortable and able to 
live a practically normal life after the operation he 
will probably regard his vital capacity as of far less 
moment than fetor, cough, fever, and expectora- 
tion. From the surgeon’s point of view, a reading 
approaching normal should not be considered as 
important as the elimination of the signs of the 
disease for which the patient sought aid. 

The ability to work or to exercise violently may 
or may not have an important relation to spirometer 
readings. In the author’s opinion, this ability de- 
pends more upon the condition of the heart than 
upon the vital capacity. When lobectomy is per- 
formed during childhood, the development of the 
remaining part of the lung assumes a compensatory 
character, with re-establishment of normal or 
nearly normal vital capacity, although, so far as is 
known, the compensatory aeration is of an emphy- 
sematous nature. 

A series of spirometer readings before operation 
would be useless because, on account of coughing, 
the patient is unable to expel the normal quantity 
of air even from the unaffected parts of the lung. 
The postoperative readings are usually, but not 
invariably, lower than those which should be 
indicated by the capacity of the normal person. 

Howarp A. McKnicuat, M.D. 


CZSOPHAGUS AND MEDIASTINUM 


Jackson, C., and Shallow, T. A.: Diverticula of the 
(Esophagus, Pulsion, Traction, Malignant, 
and Congenital. Ann. Surg., 1926, |xxxiii, 1. 


From cesophagoscopic studies Jackson has come 
to the conclusion that the most important functional 


INTERNATIONAL ABSTRACT OF SURGERY 


factor in the etiology of pulsion diverticula of the 
oesophagus is incoordination of the cricopharyngeal 
pinchcock resulting in failure of the tonically closed 
upper end of the cesophagus to open when a bolus of 
food reaches it. 

The two main groups of diverticula of the cesoph- 
agus are pulsion diverticula and traction divertic- 
ula. Unusual forms are congenital and juvenile 
diverticula, double diverticula, and those in which 
malignancy is a contributing factor. The author 
reports thirteen cases. 

Jackson and Shallow perform a combined (cesoph- 
agoscopic and external) one-stage operation and 
substitute for the former gastrostomy by the post- 
operative use of the Rehfuss duodenal tube. They 
state that the osophagosccpe has enabled them to 
empty the diverticular sac completely and thus to 
prevent postoperative pneumonia, pulmonary ab- 
scess, and mediastinal infection. It has been of value 
also in the localization of the sac and the prevention 
of postoperative stricture. The operative technique 
is described in detail. In the cases reported there 
were no deaths. Joun J. MALoneEy, M.D. 


Evert, J. A.: Malignant Tumors of the Thymus; 
with the Report of a Case. Minnesota Med., 
1925, Vili, 730. 

Reference is made by Evert to the statement of 
Schridde that, with the exception of bone marrow, 
the thymus is the organ of the body which is poorest 
in tumors. 

The author reviews the anatomy of the thymus 
and cites the various theories which have been 
advanced with regard to the origin and function of 
the parenchymal cells. 

Tumors of the thymus have been variously named 
according to the different theories as to the origin 
of the cells. Adami calls attention to the fact that 
the terms ‘“‘sarcoma”’ and “carcinoma” have a purely 
morphological significance. There is, however, a 
group of tumors arising from the reticulum which 
morphologically are epitheliomata. At least six 
cases of tumors of this group have been reported. 

On account of the differences in opinion as to the 
origin of tumors of the thymus—as to whether they 
are endodermic or mesodermic—Grandhomme sug- 
gested calling such neoplasms ‘‘thymomata.” To 
describe the morphological type, Evert suggests 
the terms ‘‘sarcomatous thymoma” and “carci- 
nomatous thymoma.” 

Thymomata of the sarcomatous type outnumber 
those of the carcinomatous type by about ten to one. 
Carcinomatous thymomata appear in persons over 
50 years of age, while sarcomatous thymomata 
usually occur in those under 35 years and often have 
been found in children. 

The first symptoms of a malignant tumor of the 
thymus are usually a cough and dyspnoea. In many 
cases a diagnosis of tuberculosis is made in the early 
stages. Three such cases were reported by Janeway. 
Absence of physical signs in the apices of the lungs 
and increased dullness under the sternum help to 
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clear up the diagnosis. The tumor is more easily 
diagnosed when the dyspnoea appears early. In 
some cases the symptoms include dysphagia and a 
sense of pressure in the mediastinum. 

The sarcomatous thymomata are usually more 
rapid in their development than thymomata of the 
carcinomatous type and cause death from one to four 
months after their first manifestations. Carcinoma- 
tous thymomata develop more insidiously. The 
dyspnoea increases as the tumor grows, and the 
neoplasm may extend to the lungs, causing venous 
congestion and cyanosis of the head and neck. 
Metastases may be formed, particularly in the cer- 
vical and axillary lymph nodes. 

The author reports the case of a man aged 28 
years who first consulted him because of a cough and 
sore throat. Physical signs were then absent. Two 
weeks later a swelling of the cervical glands was 
noted and the patient complained of weakness 
which was greater than could be explained by the 
physical findings. Dyspnoea, dysphagia, nausea, 
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profuse sweating, slight cyanosis, and pain in the 
knees and ankles soon followed. The blood count 
showed 11,400 leucocytes with 80 per cent poly- 
morphonuclears. Albumin was present in the urine. 
The afternoon temperature ranged from ror to 104 
degrees F. 

At the end of the third week the roentgen examina- 
tion was still negative. A week later, rose spots 
appeared on the abdomen, the sputum was blood 
streaked, and the patient was delirious. The skin 
eruption soon spread over the entire body and a 
diagnosis of visceral smallpox was made. The X-ray 
picture at this time was similar to that of miliary 
tuberculosis. Death occurred soon thereafter. 

Autopsy revealed many small nodules in both 
lungs. The thymus was large and firm. On micro- 
scopic examination a thymoma of the sarcomatous 
type was found in the thymus and sarcomatous 
metastases were discovered in the cervical lymph 
nodes and the lungs, liver, bronchial lymph nodes, 
kidneys, and skin. Harowp M. Camp, M.D. 








ABDOMINAL WALL AND PERITONEUM 


Crissey, R. H.: A Method of Radical Cure of 
Femoral Hernia. J. Michigan State M. Soc., 1926, 
xxv, 18. 

The author’s procedure for the radical cure of 
femoral hernia is as follows: 

A slightly curved incision is made with its con- 
vexity outward, beginning 1 in. above Poupart’s 
ligament and continuing downward over the hernial 
protrusion to a point 2 in. below the ligament. The 
sac is exposed in the usual manner and ligated as 
high as possible. The lower portion of the incision 
is then carried down to the pectineus muscle and 
parallel with its fibers. If the pudendal arteries are 
met they are ligated. 

A strip of the pectineus fascia is then outlined 
parallel with its fibers and left attached to the pubic 
bone directly beneath the femoral canal. This flap 
is usually % in. wide and 1% in. long. A curved 
director is passed into the femoral canal from below 
in front of the sac, between the parietal peritoneum 
and Poupart’s ligament, and made to point about 
4 in. above the ligament. Through an opening then 
made in the aponeurosis of the external oblique 
muscle a hamostat is introduced and made to retrace 
the path of the director. The strip of fascia is caught 
with the hemostat, brought up and out of the open- 
ing, and fixed to Poupart’s and Gimbernat’s liga- 
ments. The opening in the external oblique muscle 
is then closed. 

The author has performed this operation in two 
cases with successful results. 

WitiiaM J. Pickerr, M.D. 


GASTRO-INTESTINAL TRACT 


Budde, W.: Cardiospasm and (sophagospasm in 
Gastric Ulcer (Ueber Kardio-und (sophago- 
spasmus bei Ulcus ventriculi). Mitt. a. d. Grenzgeb. 
d. Med. u. Chir., 1925, Xxxviii, 525. 

This article deals with the true spastic or hyper- 
tonic conditions in the region of the oesophagus and 
cardia. To date, the relationship between gastric 
ulcer and cardiospasm has received only slight con- 
sideration. Nevertheless, a spastic condition of the 
digestive tract may often be found on X-ray exam- 
ination in cases of ulcer if substances such as bread 
crusts are added to the test meal. 

The author describes the roentgen-ray findings in 
a case of severe cardiospasm which developed in 
conjunction with a gastric ulcer and was associated 
with diffuse dilatation of the oesophagus to the size 
of a man’s arm. 

The motor and secretory reflexes of the stomach 
are dependent upon the innervation, viz.: (1) the 
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intramural nerve plexus, (2) the extragastric sym- 
pathetic and parasympathetic nerves, and (3) the 
connection between these and the central nervous 
system. By the last-mentioned path, psychic 
stimuli can exert an influence upon the reflexes of 
the intestines. 

In warm-blooded animals the primitive autom- 
atisms are more strongly held in restraint by the 
extragastric influences than in animals of the lower 
orders, but they become dominant when the higher 
centers are disturbed. 

The dependence of the reflex processes upon the 
stomach is indicated by the disturbances of secretion 
and motility in cases of ulcer. 

Ulcer and cardiospasm may develop independently 
of one another on the basis of a sympathetic neurosis, 
but there are facts which suggest that there may be 
also a causal relationship between them in which the 
ulcer is of the greater importance. 

Investigations carried out by the author with 
Gellhorn led to the conclusion that, besides the 
reflex arc described by Schlesinger (by way of the 
nuclei of the medulla to the vagus) there may be 
also an intramural reflex path. The retrograde 
reflex path, pylorus to cardia, is usually blocked, but 
the blocking may be overcome. Since it may be 
assumed that many stimuli go out from the diseased 
pylorus of the patient with ulcer, it is possible that 
the secondary cardiospasm and cesophagospasm may 
be explained on the basis of intramural reflex 
processes. 

As conclusive proof of the correctness of this theory 
a case is cited in which a severe cardiospasm devel 
oped in conjunction with multiple gastric ulcers and 
a cure was effected by resection of the pylorus with 
out previous treatment with sounds or by other 
methods. GUEMBEL (Z). 


Marx, H.: The Effect of Protein Therapy on the 
Anatomical Picture in Gastric and Duodenal 
Ulcer (Zur Wirkung der Proteinkoerpertherapie auf 
das anatomische Bild des Ulcus ventriculi und 
duodeni). Mitt. a. d.Grenzgeb. d. Med.u. Chir., 1925, 
XXXViil, 447. 

Marx discusses the effect of protein injections 
on the healing of gastric ulcers, reviewing fourteen 
cases in which a resection was necessary later. No 
definite effect of a favorable nature could be estab- 
lished. Simultaneous with the tendency toward 
healing there was a tendency toward progressive 
ulcer formation. 

In ten of the fourteen cases there was a striking 
infiltration with eosinophile leucocytes, but it was 
impossible to establish definitely the dependence of 
the inflammatory reaction upon the protein treat 
ment, Buppe (Z) 
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Lenk, R., and Holzknecht, G.: Roentgen-Ray 
Therapy of Gastric and Duodenal Ulcers and 
Other Benign Affections of the Gastro-Intes- 
tinal Tract. Radiology, 1926, vi, 37. 

The authors concede that malignancy of the gas- 
tro-intestinal tract is not cured by roentgen irradia- 
tion, but have found that ulcers of the stomach and 
duodenum are often favorably influenced and some- 
times are cured by it. The pain may decrease in 
from one to fourteen days. The treatment has little 
effect on hyperacidity, but in the authors’ opinion 
hyperacidity is of little importance in the etiology of 
ulcer. Hamorrhage and constipation have been 
favorably influenced by the X-ray. The niche is 
usually reduced in size, but this does not necessarily 
mean a cure of the ulcer. 

In conclusion the authors state that for cases of 
gastroduodenal ulcer, with the exception of surgical 
cases of pyloric stenosis, haemorrhage, and malig 
nancy, roentgen-ray therapy is an effective conserv- 
ative treatment well worth consideration in general 
practice. Joun W. Nuzum, M.D. 


Kopyloff, G.: End-Results in Gastro-Intestinal 
Anastomoses with Various Suture Methods and 
Certain Modifications in the Operative Tech- 
nique (Ueber das Schisksal der Magendarmanas 
tomose bei verschiedenen Nahtmethoden und bei 
einigen Modifikationen in der Operationstechnik). 
Arch. f. klin. Chir., 1925, Cxxxvi, 508. 

By experiments on dogs the author attempted to 
determine: (1) the effect upon the end-results of 
gastro-enterostomy of various methods of suturing, 
(2) the best method of suturing in gastro-intestinal 
anastomosis, (3) the effect of operative occlusion of 
the pylorus and other modifications of the technique 
upon the size and form of the gastro-enterostomy 
stoma, and (4) the best method of incising the 
mucosa-~—whether with the knife and scissors or 
with the Pacquelin cautery. 

Krom his findings he concludes that the result 
depends essentially upon the suture material and the 
method of suturing. Permanent maintenance of 
the original size of the gastro-enterostomy stoma is 
best assured by suturing the mucosa separately. 
When this is not done, the opening tends to become 
smaller. 

The incision of the mucosa is best made with the 
knife and scissors; when the cautery is used the 
inflammatory reaction is greater. Operative exclu- 
sion of the pylorus, entero-anastomosis by Braun’s 
method, and other procedures were without effect 
on the form of the gastro-enterostomy opening. 
When operative exclusion of the pylorus was done, 
it caused a marked digestive disturbance in the 
experimental animal and at autopsy the pylorus 
was always found more or less open again. 

With regard to the use of silk sutures. the author 
states that the fewer the stitches the better. Fre- 
quently such sutures were found surrounded by 
cellular infiltration, and even as long as one year 
after the operation the emigration of the stitches 


frequently disturbed the healing. Such stitches may 
pull out of all of the layers and enter the gastro- 
intestinal tract. When this occurs, a defect in the 
anastomosis usually results. Silk sutures favor the 
development of peptic ulcer and leave heavy scars. 
From this point of view the continuous silk suture of 
all layers of the intestinal wall was the most inju- 
rious, the interrupted silk suture of the mucosa and 
the seromuscular layers less injurious, and the 
seroserous interrupted Lembert suture least harmful. 

Catgut is regarded by the author as the best 
suture material for the gastro-intestinal tract. He 
found this material lying in the tissues still unab- 
sorbed as late as four months after the operation. 
The surrounding tissues exhibited cellular infiltra- 
tion less frequently than when silk was used. 

On the basis of his studies, Kopyloff recommends 
as the best method of suture in gastro-enierostomy 
the single-row seroserous suture of fine catgut sup- 
plemented by a few interrupted sutures in the 
mucosa at the angles of the incision and in the region 
of bleeding vessels. The seroserous interrupted silk 
suture of Lembert is also to be recommended. 

JANSSEN (Z). 


Carling, E. R., and Smith, A. T.: Hernia through 
the Foramen of Winslow: Secondary Rupture 
through the Gastrohepatic Omentum. Brit. 
J. Surg., 1926, xiii, 585. 

The authors report the case of a young man who 
was suddenly seized with acute pain of a paroxysmal 
nature in the upper part of the abdomen. Examina 
tion revealed tenderness and rigidity in this area 
and hyper-resonance in the liver area. A diagnosis of 
perforated gastric ulcer was made. 

Operation revealed blood-stained fluid, herniation 
in the foramen of Winslow, and a secondary rent in 
the lesser omentum. ‘The small bowel was found 
lying over the lesser curvature. 

The intestine was replaced in the lower abdomen 
and the opening in the lesser omentum was closed. 
The patient made an uneventful recovery. 

A search of the literature revealed only one similar 
case and one in which an opening was present in the 
transverse mesocolon. WiiuiaM J. Pickett, M.D. 


Huebener, H.: Secondary Enterostomy in Peri- 
tonitis and Ileus (Sekundaerer Enterostomie bei 
Peritonitis und Ileus). Beitr. z. klin. Chir., 1925, 
CXXXiV, 93. 

According to the experience of the Koenigsberg 
clinic, the secondary enterostomy recommended in 
1902 by Heidenhain is to be employed whenever 
intestinal function does not become re-established 
after operation and postoperative treatment. When 
distention of the abdomen becomes pronounced in 
spite of every conservative method of combating it, 
when the vomiting continues despite gastric lavage, 
or when the heart action becomes poorer and the 
urinary output—which should always be carefully 
measured—decreases, the operation may not be 
delayed. 
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The fistula must be formed above the point of 
obstruction in order to relieve the gaseous distention 
of the bowel. The operation should be performed 


under local anesthesia. Into the portion of the 
intestine which has been emptied by puncture 
between two intestinal forceps, a rubber tube is 
sutured by Witzel’s method, and at the point of exit 
of the tube the intestine is fixed to the edge of the 
abdominal incision by a suture. The wound is then 
closed around the tube. BRUNNER (Z). 


Arens, R. A., and Bloom, A. R.: The Réle of the 
Temperature of the Opaque Meal in the Filling 
of the Duodenal Cap. Radiology, 1926, vi, 34. 
The authors studied the effect of variations in the 
temperature of the barium meal on the filling of the 
duodenal cap in three groups of patients. Patients 
with total or partial obstruction were excluded. To 
the twenty-five patients in Group 1, a cold meal was 
given; to the thirty-eight in Group 2, a meal between 
the temperatures of 38 and 61 degrees F.; and to the 
twenty-three in Group 3, a meal between the tem- 
peratures of 91 and 110 F. The time required for the 
complete filling of the duodenal bulb was recorded 
by a stop watch after the barium had reached the 
pyloric antrum. The stomachs were not palpated. 
The findings of these experiments prove con- 
clusively that there is no difference in the filling time 
of the duodenal cap due to variations in the tem- 
perature of the opaque meal. 
Joun W. Nuzum, M.D. 


Walters, W., Kilgore, A. M., and Bollman, J. L.: 
Changes in the Blood Resulting from Duodenal 
Fistula. J. Am. M. Ass., 1926, Ixxxvi, 186. 


In reports of cases of duodenal fistula no explana- 
tion has been given of the cause of the associated 
toxemia. The authors’ study of the chemical 
changes in the blood accompanying clinical and 
experimental duodenal fistula demonstrated in all 
instances an increasing alkalosis, a decreasing con- 
centration of chlorides in the blood serum, and a 
progressive rise in the blood urea, changes similar 
to those found by Haden and Orr, by Brown, Euster- 
man, Hartman, and Rowntree, and by Dixon in 
cases of high intestinal stasis. Moreover, the 
response to intravenous injections of chloride, glu- 
cose, and water in cases of duodenal fistula was 
similar to that obtained by like measures in cases of 
high intestinal stasis. 

Postmortem examinations of dogs with primary 
and secondary duodenal fistula showed the presence 
of a coincident duodenal stasis. The intravenous 
injection of sodium chloride in concentrated solu- 
tion, even if sufficient in amount to raise the blood 
chlorides to normal, had practically no effect in 
lengthening the life of animals with duodenal fistula. 
However, if a sufficient volume of water was added 
to the sodium chloride solution and the solution was 
given twice daily, it was possible to maintain life for 
three weeks or longer, during which time the blood 
chlorides were raised to their normal level and the 
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accumulation of non-protein nitrogen in the blood 
was prevented. 

Intravenous injections of glucose solutions and 
sodium sulphate solutions assisted in the elimination 
of the retained non-protein nitrogen in the blood, 
but had no effect on the blood chlorides; the dogs 
died as quickly as when no intravenous injections 
were given. 

The experiments led to the conclusion that fluid 
balance plays a part in the toxemia accompanying 
duodenal fistula. Parallel studies of changes in the 
blood coincident with experimental gastric fistula 
showed that, with an increase in the amount of 
acid discharged through the fistulous tract, the in- 
crease in the blood alkali reserve was still greater. 
The total amount of hydrochloric acid and the 
amount of chlorides discharged from the gastric 
fistula were sufficient to explain the increase in 
the alkalinity of the blood and the decrease in its 
chloride content. To determine how much of the 
effect could be attributed to loss of bile and pan- 
creatic secretion, the common bile duct and both 
pancreatic ducts were transplanted into the jejunum 
in two dogs, the loss of bile and pancreatic secretions 
being thus prevented. These dogs showed the same 
chemical changes in the blood and the same clinical 
course as the dogs with a duodenal fistula whose 
ducts had not been transplanted. 

Non-operative methods of treatment, such as the 
suction method of Erdman, Cameron, and Lahey, 
augmented by intravenous injections of a 1 per cent 
solution of sodium chloride should be tried first in 
the treatment of duodenal fistula. When the fistula 
is large or the patient’s condition is acute, operative 
treatment may be urgent. The operation of choice 
is then jejunostomy. 


Mueller, F.: The Surgical Complications of 
Meckel’s Diverticulum (Die chirurgischen Komp- 
likationen des Meckelschen Divertikels). Disserta- 
tation: Erlangen, 1925. 

Following a brief review of the theories as to the 
origin of Meckel’s diverticulum, the author dis- 
cusses the causes of surgical complications on the 
basis of 130 cases reported in the literature and the 
classification of von Jaekh and Turner. 

The pathological changes which may occur in the 
diverticulum include umbilical cysts, diverticulitis, 
perforation, and tumors. When the vitelline duct 
remains patent as far as the umbilicus, intestinal 
obstruction may be produced by eversion or invagi- 
nation of the surrounding intestine. Obstruction 
may be produced also by adhesions or axial rotation 
or invagination of the diverticulum. In some cases 
there may be combinations of these complications 
and those caused by the mesentery of the diver- 
ticulum. 

The author does not discuss the diagnosis. He 
emphasizes that the treatment can be only surgical. 
Of 120 cases reported in the literature, 55 per cent 
were cured and 45 per cent were fatal. The mor- 
tality was highest in the cases of combined com- 
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plications and those of invagination and diver- 
ticulitis. 

In conclusion the author reports four cases op- 
erated upon at the Erlangen university clinic, three 
of which were cured. VoLinarDT (Z). 


Pannett, C. A.: Cancer of the Colon. Brit. M. J., 
1926, i, I. 

In many cases of cancer of the colon a diagnosis 
can be made only by the most thorough investiga- 
tion. The most common clinical sign is obstruction, 
but the condition should be borne in mind also in 
the examination of patients with recurrent attacks 
of abdominal pain and constipation. During such an 
attack, careful palpation will often reveal disten- 
tion of the cecum due to reverse peristalsis which 
forces the colonic contents back against the ileocecal 
valve. Rectal examination will frequently reveal a 
growth in the sigmoid colon. The author cites two 
cases in which the diagnosis was made only at 
operation. 

Fungating growths do not encircle the bowel and 
have little tendency to cause obstruction. Such 
tumors ulcerate and their symptoms are due 
chiefly to the resulting infection. The cachexia and 
diarrhoea often lead to an erroneous diagnosis of 
simple or ulcerative colitis. A pelvic tumor may give 
rise to bladder symptoms. The author describes 
the following syndromes: (1) vague abdominal 
symptoms, such as transient abdominal pain, (2) 
chronic obstruction, (3) acute obstruction, and (4) 
constitutional symptoms and diarrhoea. 

While the X-ray is often of decided value in the 
diagnosis, it is known that many tumors, especially 
those of the sigmoid, escape detection in the roent- 
gen picture. A negative roentgenographic examina- 
tion is not proof of the absence of a tumor. There- 
fore a sigmoidoscopic examination should always 
be made. 

In the choice of the surgical procedure the surgeon 
must be guided by the findings in the particular 
case. Axial union of the colon is probably the method 
of choice, but if obstruction is present it cannot be 
employed without a colostomy. In the technique 
used by the author, axial rotation of the bowel is 
done so that the mesenteric angles not in apposi- 
tion and the peritoneum is brought in contact from 
one side at least. In properly selected cases Paul’s 
method may be employed. 

The results of surgery are better in cancer of the 
colon than in cancer of any other part of the body. 

WituiaM J. Pickett, M.D. 


Cunningham, T. D.: Stasis in the Ascending Colon 
Simulating Chronic Appendicitis. Radiology, 
1925, V, 480. 

Cunningham discusses cases of digestive disturb- 
ances which are commonly attributed to appendici- 
tis but are not relieved by appendectomy and are 
sometimes made worse by operation. X-ray exami- 
nation reveals a delay of twenty-four hours or longer 
in the cecum and ascending colon. Cunningham 


has found that in cases of this type in which an 
appendectomy has been done and physical examina- 
tion still reveals tenderness of the cecum, relief is 
given by a diet which relieves the stasis. 

Factors tending to promote stasis of the ascending 
colon and cecum are too rapid dehydration of the 
intestinal contents, probably caused by a lack of 
sufficient water during the day, a diet with insuf- 
ficient roughage and a poorly balanced vitamin con- 
tent, insufficient exercise of the abdominal muscles. 
and the increasing strain of modern living. 

SuHir.ey C. Lyons, M.D. 


Petrén, G.: The End-Results of Ekehorn’s Recto- 
pexy for Rectal Prolapse in Children. Acta 
chirurg. Scand., 1925, lix, 287. 

Petrén reports the findings made at re-examina- 
tion of twenty-six children on whom a rectopexy 
by Ekehorn’s method was performed from one to 
fourteen years ago. In all, the result was satisfac- 
tory. 

The conclusion is drawn that for prolapse of the 
rectum in children, Ekehorn’s rectopexy is a rational, 
technically simple, safe, and always effective opera- 
tion which should be more generally adopted. 


Case, J. T.: Suggestions Regarding the Radium 
Treatment of Rectosigmoid Carcinoma. Am. J. 
Roentgenol., 1925, xiv, 547. 

In cases of rectosigmoid carcinoma the tumor is 
frequently at a higher level than can be reached with 
the proctoscope, and the direct application of radium 
by rectal introduction is uncertain. ‘The author 
therefore uses the following technique: 

A colostomy is done and into the abdominal end 
of the terminal portion of the excluded gut is intro- 
duced a fine silk thread to which is attached a piece 
of gauze dipped in glycerin. The peristalsis stimu- 
lated by the glycerin passes the gauze through the 
rectum in from twenty-four to forty-eight hours. 
At the end of that time a rubber tube containing the 
radium is drawn through by means of a strong linen 
thread. The radium is secured in the tube by a 
ligature tied above and below it. It is kept in con- 
tact with the tumor by a shoulder on the tube which 
impinges against the stricture and is formed by 
rubber wound around the tube. The tube projecting 
from the rectum is drawn taut and clamped. 

I. Epwarp Bisukow, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Oliver, S.: Surgical Problems in Jaundice. Ohio 
State M. J., 1926, xxii, 21. 

The bile salts, sodium glycocholate and sodium 
taurocholate, are formed only in the liver. The bile- 
salt content of the bile emerging from the liver is a 
reliable index of hepatic function. The bile is alkaline 
as it emerges from the liver, but during its sojourn 
in the gall bladder it becomes acid in holding its 
constituents in solution. 
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In cholecystitis and cholelithiasis there is an 
increase in the bile salts in the urine, but in certain 
cases of hepatic cirrhosis it is common to find an 
increase in the bile pigment with no increase in the 
bile salts. In pancreatic necrosis, carcinoma of the 
liver and pancreas, arsphenamin jaundice, and gum- 
ma of the liver an increase in both bile elements is 
found. 

Prior to cholecystectomy in cases of obstruction 
of the cystic and common ducts, with or without 
clinical jaundice, the bile salts in .the urine are 
increased. Following the operation there is a grad 
ual decrease in the favorable cases. At cholecystec- 
tomy the bile itself is frequently found to be almost 
devoid of bile salts, these having been replaced by 
a decided increase in the mucin. In favorable cases 
its bile-salt content increases more or less in propor- 
tion to the decrease in these elements in the urine. 
Both the bile and the urine approach the normal 
from ten to twelve days after the gall bladder is re- 
moved by operation. 

In some unfavorable cases there is a marked post- 
operative increase in the bile elements in the urine, 
the bile continues to be low in bile elements, and 
death occurs from anuria and myocardial insuffi 
ciency. In others the biliary and urinary secretions 
do not fall to such a low level, but the biliary salts 
apparently remain bound in the blood stream. In 
both of these types death is due to cholamia which 
in turn is the result of hepatic insufficiency. Per 
manent damage has been done to the tissues of the 
liver. 

There are different types as well as various grades 
of jaundice. The author describes the following 
conditions: (1) obstructive jaundice, with an increase 
of the bile salts and bile pigment in the blood; 
(2) hemolytic jaundice, with bile pigment of altered 
type and no increase but a possible decrease in the 
bile salts in the blood; (3) hypertrophic cirrhosis of 
the liver with an enormous increase in the bile pig- 
ment but no increase in the bile salts; (4) chemical 
jaundice with hepatic insufficiency; and (5) per 
nicious anemia. 

Oliver believes that in gall-bladder disease there 
is a general systemic toxemia due to a functional 
or pathological change in the liver which is followed 
by secondary lesions in other organs, especially the 
heart and kidneys. 

The treatment should include non-operative 
measures to relieve the diseased liver as well as 
surgical treatment of the gall bladder. 

WituiaM J. Picketr, M.D. 


Andersson, L.: Traumatic Separation of the Gall 
Bladder from the Liver. Acta chirurg. Scand., 
1925, lix, 369. 


The author reports a case in which the gall bladder 
was partially separated from the liver by trauma. 
Operation was followed by recovery. Similar cases 
reported in the literature are reviewed, and an 
attempt is made to describe the mechanism of such 
lesions. 
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Graham, E. A., Cole, W. H., and Copher, G. H.: 
Cholecystography: Its Development and Ap- 
plication. Am. J. Roentgenol., 1925, xiv, 487. 

Sosman, M. C., Whitaker, L. R., and Edson, P. 
J.: Clinical and Experimental Cholecystogra- 
phy. Am.J. Roentgenol., 1925, xiv, 495. 

Stewart, W. H., and Ryan, E. J.: Further Develop- 
ment in the Jejunal and Oral Administration 
of Tetra-Iodophenolphthalein Sodium Salt. 
Am. J. Roentgenol., 1925, xiv, 504. 


GRAHAM, CoLe, and CopHuerR have demonstrated 
the value and safety of visualizing the gall bladder 
in the roentgen plate by the use of halogenated 
phenolphthaleins. At the present time, the sodium 
salt of tetra-iodophenolphthalein is regarded as 
most suitable. The procedure is of value not only 
as a diagnostic aid but also as a means of determin 
ing function. 

For a patient weighing 125 lbs. or more, 3.5 gm. 
of the salt are dissolved in 30 c. cm. of distilled water, 
This solution is filtered and boiled and is given 
intravenously in two equal doses one-half hour 
apart between 8 and 9 a.m. Roentgenograms are 
then taken four, eight, twenty-four, and thirty-two 
hours after the injection. Breakfast is omitted, and 
for lunch only a glass of milk is given. Protein should 
be omitted from the evening meal. Water is allowed 
ad libitum. 

When the gall bladder is normal its shadow is 
faintly visible after from four to seven hours, 
becomes deeper up to twenty-four hours, and then 
fades. Absence of a shadow may indicate obstruc 
tion of the cystic duct or a pathological condition in 
the gall bladder which prevents normal concentra 
tion of the bile. Stones may appear as negative 
shadows, and adhesions may be revealed by irreg 
ularities in the outline of the gall bladder. An abnor 
mal location of the gall bladder may also be diag 
nosed. 

This method was found correct in 96.25 per cent 
of eighty cases which came to operation. 

SOSMAN, WHITAKER, and EDSON give the sodium 
salt of tetra-iodophenolphthalein both intravenously 
and orally. For its oral administration they employ 
enteric pills. The dose is 5 gr. for each to |b 
of body weight. A correct diagnosis was made by 
both methods in 79.7 per cent of the cases. The 
intravenous method is the more reliable. 

When the drug is given orally, only normal 
shadows and those demonstrating gall stones should 
be accepted as correct, and when the diagnosis is 
doubtful it should be checked by the intravenous 
use of the drug. Reactions were more common 
when the oral method was employed. No contra 
indications to either method were noted. 

A study of the physiology of the gall bladder 
demonstrated that the gall bladder empties its con 
tents into the duodenum during the ingestion of 
food, the degree of the evacuation depending upon 
the chemical constituents of the food. 

STEWART and RYAN report that they began i 
1925 to administer the dye directly into the duo 
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denum through the duodenal tube. Because of the 
occurrence of reactions, variously coated pills were 
tried. The best results have been obtained from the 
oral administration of 5 gr. of tetra-iodophenol- 
phthalein in resin-coated capsules. Stewart and 
Ryan’s interpretation of the roentgen shadows are 
identical with those of Graham and his co-workers. 
I. Epwarp Bisukow, M.D. 


Belden, W. W.: Secondary Evidence of Gall-Bladder 
Disease. Am. J. Roentgenol., 1926, xv, 58. 


Belden believes that until the tetra-iodophenol- 
phthalein test can be used by the majority of phy 
sicians and roentgenologists, gall-bladder disease 
can be diagnosed most frequently from secondary 
evidence in the form of variations in the appearance 
of the neighboring viscera. He classifies these signs 
into two main groups: deformities due to adhesions 
and deformities due to pressure. 

Adhesions from the gall bladder most com- 
monly involve the cap of the duodenum. The changes 
give the impression of a projection from the duode- 
num. This deformity disappears when the stomach 
and duodenum are empty. 

Next most frequently involved by adhesions is 
the descending limb of the duodenum. The most 
common deformity here consists in an elevation, 
displacement to the right, narrowing, and fixation 
of the intestine. 

A most important finding characteristic of gall 
bladder disease is fixation of the hepatic flexure, but 
occasionally this is caused also by a long retrocecal 
appendix, tuberculous peritonitis, or omental adhe 
sions. 

A most common type of indirect evidence of gall 
bladder disease is deformity of the stomach and 
duodenum due to pressure by the distended gall 
bladder. This deformity consists in an indentation 
of the viscera produced apparently by a round 
smooth object. There are usually no irregularities in 
the outline of the deformed viscus. The deformity 
of the duodenum due to pressure is usually found on 
its greater curvature or right side. 

Pressure deformities of the stomach occur as a 
rule in the antrum on the side of the greater cur- 
vature and are best seen with the patient in the 
prone position which forces the antrum into the 
right upper quadrant, thus causing it to come into 
contact with the distended gall bladder. Occasion- 
ally an enlarged and freely movable kidney has 
caused such filling defects. Rare forms of the cystic 
type of new growth, particularly those situated in 
the head of the pancreas, may also cause pressure 
defects suggesting enlargement of the gall bladder. 

Joun J. Maroney, M.D. 


Phillips, J.: The Diagnosis and Treatment of Gall- 
Bladder Disease—Medical Aspects. J. Jowa 
State M. Soc., 1925, xv, 649. 

In the diagnosis of gall-bladder disease a history of 
attacks of “acute indigestion” or ‘‘ ptomaine poison- 
ing,” perhaps followed by jaundice, is of importance. 


Conditions predisposing to gall-bladder disease are 
pregnancy, obesity, and typhoid fever. 

After an attack of acute pain in the upper abdo- 
men, the presence of soreness and hyperesthesia 
over the gall bladder is suggestive of gall-bladder 
disease. The urine should be examined for bile. 

Gall-bladder dyspepsia is manifested by fullness 
in the epigastrium, the belching of sour material, 
distress noted two or three hours after meals, occa- 
sional slight fever and icterus, sensations of chilliness 
or nausea and vomiting. Prolonged observation and 
X-ray studies are necessary to rule out ulcer, chronic 
appendicitis, colitis, and visceroptosis. 

Biliary colic is usually an intense stabbing pain in 
the right upper quadrant which may be referred to 
the umbilicus, the back, the right shoulder, the neck, 
the chest, or the left upper quadrant. 

In the differential diagnosis it should be borne in 
mind that the pain of renal colic, Dietl’s crisis, and 
pyelitis begins in the lumbar region. The findings of 
urinalysis and bladder irrigation are of value. 

The gastric crises of tabes are suggested by fixed 
pupils, Romberg’s sign, and a change in the knee 
jerk, while plumbism is suggested by a lead line and 
a history of exposure to lead. 

In angina pectoris the attack is brought on by 
exertion and there is a history of dyspnoea on exer- 
tion. The subsequent hyperesthesia is over the 
precordium. 

Acute pancreatitis causes a rapid rise in the tem- 
perature to 103 or 104 degrees F., severe epigastric 
pain, violent vomiting, and collapse. 

The epigastric pain of diaphragmatic pleurisy is 
increased on deep breathing and relieved by pressure. 
As it is frequently associated with pneumonia, signs 
of consolidation and a pleural rub may be found. 

Acute pericarditis may cause pain and tenderness 
over the gall bladder, but is usually characterized by 
a friction rub over the third left costal interspace, 
dyspnoea, orthopneea, and dilatation of the heart. 

Epigastric hernia has given rise to symptoms of 
gastric hyperacidity with acute exacerbations of 
pain and tenderness. The pain is aggravated by 
bending backward. 

Herpes zoster may cause severe pain for several 
days before the appearance of the eruption. 

The presence of a ball-valve stone in the ampulla 
of Vater may cause intermittent chills, fever, and 
jaundice. In such cases a diagnosis of malaria and 
septic endocarditis is made, but in nearly every case a 
history of gall-stone colic and jaundice can be elicited. 

In acute catarrhal cholecystitis or ordinary gall- 
stone colic, local hot applications and a diet of 
skimmed milk, cereals, and fruit juices may be suffi- 
cient. Surgery is justified only in persistent cases 
and those in which the gall bladder becomes greatly 
distended or there are signs of suppuration. When 
the temperature rises and the leucocyte count in- 
creases, operation is indicated to prevent rupture. 

In chronic cholecystitis a simple diet with the 
avoidance of fried foods, sweets, pastries, coarse 
vegetables, pork, and veal may be sufficient for 
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relief. Milk mixtures may be taken between meals 
and when the patient retires. Hyperacidity is de- 
creased by olive oil or, if marked, by alkaline pow- 
ders taken before meals. Rest before meals, thor- 
ough mastication, and abstinence from tobacco are 
adjuncts to treatment. J. C. Carver, M.D. 


Guthrie, D.: Indications for Cholecystostomy and 
Cholecystenterostomy. Allantic M. J., 1925, 
XXiX, 39. 

Krumbhaar, E. B.: Recent Changes in the Con- 
ception of Jaundice. Allantic M.J:, 1925, xxix, 140. 

Waterworth, S. J.: The Surgical Management of 
the Jaundiced Patient. Atlantic M.J., 1925, xxix, 


142. 

Dever, F. J.: The Symptomatology of Cholecystitis. 
Allantic M.J., 1925, xxix, 143. 

Smith, H. F.: Technique of the Operation of 
Cholecystectomy. Allantic M.J., 1925, xxix, 144. 

Litchfield, L.: A Consideration of the End-Results 
of Biliary Surgery as Seen by the General 
Practitioner. Atlantic M.J., 1925, xxix, 145. 


GUTHRIE believes that the gall bladder is too fre- 
quently removed without a careful study of the condi- 
tion of the liver, biliary ducts, pancreas, and general 
condition. He regards cholecystectomy as a better 
operation than cholecystostomy if it is indicated, 
but advocates saving the gall bladder in cases with 
evidence of hepatitis, pancreatitis, or enlargement 
of the common duct with or without stone provided 
there is no obstruction of the cystic duct. 

The cases best suited to cholecystenterostomy 
or cholecystogastrostomy are those with jaundice 
which does not clear up during pre-operative treat- 
ment and at operation showing distention instead of 
contraction of the gall bladder. ‘These operations are 
the procedures of choice also in carcinoma of the 
head of the pancreas. In acute empyema of the gall 
bladder cholecystostomy is indicated. Cholecysten- 
terostomy and cholecystogastrostomy may be per- 
formed with the use of a small Murphy button or a 
rubber tube or by suture anastomosis. 

KRUMBHAAR Calls attention to the fact that as a 
result of recent laboratory and clinical investigations 
and experiments on animals the pathogenesis of 
iaundice has been traced further, and that the liver 
is no longer regarded as the sole source of the 
condition. 

WATERWORTH states that in cases of obstructive 
jaundice which are poor risks the first step in the 
pre-operative treatment should be the correction of 
the dehydration and the next step the intravenous 
administration of dextrose solution with insulin as 
suggested by Thalhimer to supply carbohydrates. 
Calcium chloride should be given intravenously for 
at least three days before operation. In certain cases 
blood transfusion is indicated before and after 
operation. In certain septic cases the use of mer- 
curochrome intravenously before operation will 
bring the temperature to normal. For anesthesia, 
Waterworth prefers paravertebral nerve block and 
local infiltration, with the use of nitrous oxide in 
addition if necessary. 


DevER states that the diagnosis of acute cholecys- 
titis is relatively easy as the symptoms are definite, 
whereas that of chronic cholecystitis may be very 
difficult because the symptoms show marked 
variations. Of a series of cases of chronic chole- 
cystitis in which operation was performed and the 
diagnosis was confirmed by histological examina- 
tion, the symptom common to all was pain. This 
varied from soreness to severe paroxysms, and in 
most instances was not continuous. 

LITCHFIELD estimates that go per cent of patients 
subjected to surgery of the biliary tract are able to 
resume their previous occupations after the opera- 
tion and at least 80 per cent are entirely relieved of 
their symptoms. The failure of the treatment in the 
others is due to delay of operation, pathological 
conditions in the liver from which recovery cannot 
be expected, inadequate preparation of the patient, 
or an erroneous diagnosis. 

SHIRLEY C. Lyons, M.D. 


Brandberg, R.: A Contribution to the Knowledge 
of the Results of Splenectomy in So-Called 
Banti’s Disease. Acta chirurg. Scand., 1925, lix, 
335. 

Of four cases of cirrhosis of the liver with enlarge- 
ment of the spleen which were studied by the author, 
one was diagnosed as hypertrophic cirrhosis of the 
liver and the three others as splenomegalic cirrhosis 
(Eppinger’s nomenclature). As the enlargement « 
the spleen in these types of hepatic cirrhosis shuv 
essentially the same microscopic picture as throm- 
bophlebitic enlargement of the spleen, Brandberg 
concludes that the enlargement of the spleen in 
cirrhosis of the liver is due to venous stasis. Splenec- 
tomy has a beneficial effect in these cases because 
the cirrhosis often becomes stationary after the 
reduction in the function of the liver which is 
brought about by the operation. A cure by splenec- 
tomy, however, is out of the question. 

Splenectomy must be considered as indicated in 
every type of splenomegalous cirrhosis. It is well, 
however, to perform Talma’s operation in addition. 

One of the author’s patients died five years after 
the operation from the sequele of the original 
disease. The three others are living and in good 
health three years, eighteen months, and nine 
months respectively after the operation. 

Clinically, the thrombophlebitic enlargement of 
the spleen is difficult to diagnose. Sometimes its 
genesis is not revealed even by operation. The 
author believes that when this is the case the diagno- 
sis may be made from the microscopic picture of the 
spleen and the absence of liver cirrhosis and other 
gross and directly demonstrable obstructions of the 
circulation. 

The limitation of the indications for operation in 
thrombotic enlargement of the spleen is still a moot 
question. One of the author’s two patients with 
this condition died from postoperative complica- 
tions, and the other succumbed to sequele of the 
original complaint two years after operation. 
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The nature of the primary aleukemic spleno- 
megalies characterized microscopically by a cellular 
hyperplasia of varying type is obscure, but these 
conditions seem to be influenced favorably by 
splenectomy. 


MISCELLANEOUS 


Dexter, R.: Observations on the Diagnosis of Sub- 
phrenic Abscess. Am. J. M. Sc., 1925, clxx, 810. 

Subphrenic abscess has been recognized clinically 
for the past forty-five years, but is still usually 
obscure until it is well established. 

Anatomically, the space below the diaphragm is 
divided into six areas, the right and left extra- 
peritoneal spaces, the right and left anterior intra- 
peritoneal spaces, and the right and left posterior 
intraperitoneal spaces. 

The right extraperitoneal space lies between the 
folds of the coronary ligaments as they are reflected 
onto the diaphragm. The left extraperitoneal space 


lies above the upper pole of the left kidney, where , 


the peritoneum is reflected onto the diaphragm. The 
right anterior intraperitoneal space lies above the 
diaphragm and the liver and to the left of the falci- 
form ligament, and extends to the right lateral liga- 
ment of the liver. It is connected with the right 
posterior intraperitoneal space and with the lumbar 
fossa which is between the ascending colon and the 
‘nm, It is in this space, which has a direct connec- 
t. av with the region of the cecum and the pelvis, 
that subphrenic abscess is most common. 

The right posterior intraperitoneal space is 
bounded on the right by the abdominal wall and is 
behind the liver and gall bladder. Posterior to it are 
the upper pole of the right kidney and the crus of the 
diaphragm. It is connected with the left intra- 
peritoneal space by the foramen of Winslow. Infec- 
tion in the lower abdomen may come to this space 
through the lumbar fossa, and an infection in the 
lesser peritoneal cavity, which is virtually the left 
intraperitoneal space, may gain access to it through 
the foramen of Winslow. 

The left anterior intraperitoneal space is surround- 
ed by the falciform ligament, the stomach, and the 
spleen. Above it is the diaphragm and below it are 
the tail of the pancreas and the left kidney. It ex- 
tends posteriorly to the left lateral ligament of the 
liver. The left lumbar fossa connects it with the 
lower abdomen. 

These anatomical connections show how easily 
infection in the abdominal or retroperitoneal organs 
can be carried to one of the subphrenic spaces or 
other regions below the diaphragm. 

Most subphrenic abscesses are due to infection 
following an acute inflammatory process in the 
abdomen or to the perforation of a viscus. By far the 
most common causes are appendicitis and perfora- 
tions of the stomach and duodenum due to ulcer. 
Less common causes are liver abscess and diseases 
of the gall bladder, kidneys, spleen, and pancreas. 
There is usually a history of an abdominal lesion. 


The onset may be acute or insidious. Frequently it 
follows an operation for one of the conditions men- 
tioned. 

In the postoperative cases, the history of the con- 
dition is fairly uniform. Convalescence begins nor- 
mally but is interrupted by an increase in the tem- 
perature indicative of a septic condition. The loca- 
tion of the pain varies with the location of the 
abscess. It may be in the upper abdomen along the 
course of the phrenic nerve. Frequently it is along 
the border of the trapezius muscle or in the neck. 
Hiccough is common. Chills and sweats are usual 
symptoms, and there is marked evidence of sepsis. 
Rapidly increasing emaciation is the rule. The infec- 
tion may spread upward through the diaphragm into 
the pleura and cause empyema or lung abscess. In 
such cases the symptoms include cough, dyspnoea, 
and chest pains. 

If the condition is not treated, the abscess may 
rupture spontaneously into the lungs, stomach, or 
intestines. 

A diagnostic point is limitation of the costal 
margins. There may be localized bulging, depend- 
ing upon the location of the abscess. The heart is 
rarely displaced to the right or left, but in cases of 
large lesions on the left side may be displaced up- 
ward. The liver is not necessarily displaced down- 
ward. 

Roentgenological examinations give much infor- 
mation. These should be made with the patient in 
the erect position. The diaphragm is usually dis- 
placed upward, occasionally as high as the third rib. 
On the affected side the motion of the diaphragm is 
limited. 

The author reports in detail six cases which came 
under his observation during the past four years. 
In three of these the condition followed an operation 
for appendiceal abscess or gangrenous appendix; in 
one, a chest trauma; in one, a perforated gastric 
ulcer; and in one either a gastric or duodenal ulcer. 
Its onset was insidious. In every instance an opera- 
tion was performed for the subphenic abscess, and 
in four was followed by recovery. The liver was 
displaced downward in only three cases. In five 
cases there was apparently pleural involvement. In 
all six, the X-ray showed the diaphragm to be dis- 
placed upward and more acutely arched than nor- 
mal. It revealed also limitation of the diaphrag- 
matic excursions on the affected side. 

An early diagnosis can be established only by con- 
stant watchfulness and repeated clinical and roent- 
genological examinations. 

In conclusion, the author gives a summary of the 
physical and X-ray findings in the six cases reported. 

Harop M. Camp, M.D. 


Roedelius, E.: Injury of the Bladder in the Open- 
ing of Douglas Abscesses (Ueber Blasenverlet- 
zungen bei Eroeffnung von Douglasabscessen). 
Deutsche med. Wehnschr., 1925, li, 1151. 

While ileo-inguinal abscesses resulting from appen- 
dicitis or gynecological affections can usually be 
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opened from above, Douglas abscesses are usually 
opened from below, through the vagina in the female 
and through the rectum in the male. The danger of 
fistula formation is not great even though the inci 
sion usually heals less rapidly than the opening 
caused by spontaneous rupture. 

In general, operative opening of Douglas abscesses 
should not be undertaken hastily as, without doubt, 
the natural healing following spontaneous rupture 
is the most favorable. 

Although such accidents are rare, injuries of the 
rectum, large vessels, prostate, seminal vesicles, and 
ureter have been caused in the opening of Douglas 
abscesses. Even the exploratory puncture which 
must always precede the opening of the pus pocket 
is not without danger. The author has seen two 
cases of injury of the bladder in the male. In both 
of these the surgeon neglected to have the patient 
empty his bladder before the operation. 

In the female the anatomical relationships are 
such that injuries of the bladder are rare as this 
viscus, whether full or empty, is protected by the 
uterus. When the abscess is approached through the 
median line of the posterior vault of the vagina 
close up behind the portio an injury of the bladder 
is practically impossible. Inthe male, the bladder is 
in the danger zone even when it is empty. If the 
puncture is made too near the anus, the bladder is 
apt to be punctured directly and if the bladder 
is full it may displace the abscess and be injured 
through it indirectly. 

In one case reported by the author an exploratory 
puncture was undertaken with a fine needle intro 


duced in the midline behind the prostate. The 
syringe became filled with urine. The injury was 
without serious consequences. 

In another case in which there was an abscess due 
to appendicitis the Landau instrument was intro 
duced with the puncture needle and spread widely, 
In this case, also, urine was withdrawn. As the 
result of the injury a vesicorectal fistula was formed 
which lead to a serious ascending infection of the 
urinary tract resisting all treatment. Particles of 
feces appeared constantly in the bladder but no 
urine was evacuated through the rectum. On 
account of the patient’s poor general condition, 
closure of the fistula could not be considered. There 
fore an artificial anus with total isolation of the 
intestine was necessary. Complete recovery resulted, 
the fistula becoming completely closed in a few 
weeks. 

These cases show that the opening of Douglas 
abscesses by way of the rectum in the male is not 
without danger and demands great care. It is 
particularly important to have the bladder empty. 
ven the use of a blunt pointed hamostat will not 
always prevent vesical injury. 

If an extensive injury of the bladder occurs, 
spontaneous healing cannot be depended upon. The 
author therefore recommends the establishment of 
an artificial anus with complete isolation of the bowel 
before the occurrence of infection of the urinary 
tract. He recommends this procedure also for cases 
of vesicorectal and vaginorectal fistula due to other 
causes which resist conservative treatment. 

Deus (Z). 
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GYNECOLOGY 


UTERUS 


Brady, L.: Gonorrhoeeal Endocervicitis Treated 
with Strong Solutions of Mercurochrome. 
Bull. Johns Hopkins Hosp., Balt., 1925, xxxvii, 400. 


The usual procedures employed in the treatment 
of gonorrhoeal endocervicitis are unsatisfactory. 
Strong (20 per cent) solutions of mercurochrome are 
successful because of the penetrating power of the 
dye, its antiseptic action, and its relative harmless- 
ness. In the cases reviewed by the author, hot 
vaginal douches were given twice a week, being 
omitted on the days when smears were taken. The 
dye was applied to the entire vaginal portion and 
the endocervix up to the internal os. No other treat- 
ment was used. 

A patient may be regarded as cured when three 
successive smears taken at intervals of two weeks 
and a smear taken at the end of a month without 
treatment have proved negative, and the leucor- 
rhea has been reduced or entirely abated. 

Of thirty-six patients treated in the manner de- 
scribed, twenty-five were absolutely cured, four 
were probably cured (last smear not taken), and 
five, with bartholinitis or definite pelvic involve- 
ment, did not respond at once. The average time 
required to obtain a proved cure was three and one- 
half months, but in many cases it was doubtless less. 

The author points out that this treatment has been 
repeatedly successful in cases which failed to respond 
to practically all other accepted methods, including 
the use of the actual cautery. 

Goopricu C, SCHAUFFLER, M.D. 


Gaujoux, E.: The Obstetrical History of a Uterus 
Containing Multiple Large Fibromata Which 
Had Been Treated with the Roentgen Rays 
(Histoire obstétricale d’un utérus avec volumineux 
fibromes multiples antérieurement traités par 
rayons-X). Bull. Soc. d’obst. et de gynéc. de Par., 
1925, Xiv, 589. 

The patient whose case is reported was a primip- 
ara 32 years of age who, when first seen, was in the 
eighth month of pregnancy. Menstruation had 
begun in her thirteenth year and had always been 
profuse. When the patient was 20 years of age she 
was given heat treatment for profuse menstruation, 
but this was without effect. Subsequently, when she 
refused operation, she was given X-ray treatment 
and was warned that the irradiation would probably 
cause sterility. 

A series of irradiations which were given in two 
sittings separated by an interval of one month 
resulted in an X-ray burn causing ulceration of the 
abdominal wall from the umbilicus to the symphysis. 
This lesion healed very slowly and its scar formed 


wide transverse bands which folded the abdomen 
over so that the umbilicus was only 10 cm. from the 
symphysis. ‘The surrounding skin was very vas- 
cular and pigmented. . 

When the patient was seen by the author she 
presented abdominal enlargement greater than that 
of pregnancy at term. On palpation, three large 
fibroids, each the size of a fist, could be felt. The 
other findings were normal. In spite of the size of 
the fibroids it was not believed that they would 
obstruct delivery. Only uterine inertia was feared. 

During the day of the onset of labor the fetal heart 
tones ceased and the head became engaged while the 
cervix dilated. The next day the pains became 
stronger and the cervix finally became effaced, but 
uterine inertia followed and the use of the forceps 
was necessary. A dead but not macerated child of 
normal weight was delivered. Slight postpartum 
hamorrhage was followed by normal convalescence 
with a decrease in the size of the fibroids. 

Six months later the patient had a haemorrhage 
due to placenta previa. The cicatrized abdomen and 
the fibroids were then somewhat larger and a soft 
mass suggesting a marginal placenta was felt on one 
side of the partly dilated cervix. Following rupture 
of the membranes and engagement of the head there 
were no pains and only faint uterine contractions. 
None of the fibromata was situated in the lower 
segment of the uterus, but the progress of the head 
was considerably impeded by the placenta. Opera- 
tion was advised. 

By the time the patient reached the hospital the 
haemorrhage had ceased, the cervix was widely 
dilated, and the pains were stronger. A few hours 
later a living male child was extracted with the 
forceps. 

Delivery was followed by slight shock and throm 
bophlebitis of both legs, but recovery resulted. 

‘This case is reported mainly on account of the two 
pregnancies following X-ray irradiation of fibroids. 

KELLOGG SpeeD, M.D. 


Brooks, C. D.: Radiotherapy in Inoperable Car- 
cinoma of the Cervix. Am. J. Rocntgenol., 1925, 
xiv, 541. 

Healy, W. P.: Evaluation of the Treatment of 
Carcinoma of the Cervix with Radium. Am. J. 
Roentgenol., 1925, XiV, 542. 

Brooks believes that in inoperable cases of car- 
cinoma of the cervix the best treatment is the use of 
from 50 to 100 mgm. of radium in a universal appli 
cator in the cervical canal if the cervical canal has 
not been destroyed or in the form of needles, prop 
erly spaced, if*there has been destruction of the cer 
vical canal. The average treatment in his cases has 
been between 2,400 and 4,000 mgm.-hrs. Previously 
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the treatment was repeated in three weeks, but in 
the last three years it has been repeated in three 
days and in some cases a third irradiation has been 
given. All of the treatment is given within the first 
ten days and followed by deep roentgen therapy 
immediately if the patient can stand it. If the patient 
is unable to stand severe radiation sickness the 
roentgen therapy is delayed and she is given large 
doses of alkalies, forced fluids and foods, saline 
solution and glucose by enteroclysis, glucose intrave- 
nously and, if necessary, blood transfusions. 

Brooks does not practice biopsy with the curette 
as he has found that if the condition is far enough 
advanced a section can be rubbed off by the gentle 
application of gauze on a tissue forceps. He believes 
that the use of the curette in cases of this type is 
dangerous and should be avoided whenever it is 
possible to obtain a specimen or make a diagnosis 
without it. If it is necessary, the immediate use of 
the cautery and radium is imperative. 

HEALy states that if radium is properly applied a 
definite sequence of reactions in the tissues treated 
and the adjoining structures can be expected. These 
consist in a gradual disintegration and disappearance 
of the cancer cells in from one to three weeks, the 
appearance in the tissues of large numbers of lym- 
phocytes, polymorphonuclear leucocytes, and plasma 
cells, and finally the development of a replacement 
fibrosis which varies in degree with the extent of 
the original neoplastic disease. 

Since January, 1922, Healy has used low-voltage 
roentgen rays for external irradiation. ‘The total 


dosage of radium applied in and about the lesion, in 
addition to the external irradiation, is between 
6,000 and 9,000 mc.-hr, 

Healy’s statistics seem to show that a diagnosis 
of cancer of the uterine cervix is usually an indica- 
tion for radium therapy, and that operation is 
justifiable only when there are serious contra-indica- 
tions to the use of irradiation. 

ROLAND S. Cron, M.D. 


MISCELLANEOUS 


Sellheim, H.: A Folding Speculum for the Safe 
Performance of Intra-Uterine Interventions 
and Vaginal Operations (Klappspiegel fuer die 
schonende Ausfuehrung von intrauterinen Eingrif- 
fen und vaginalen Operationen). Monatsschr. f. 
Geburtsh. u. Gynaek., 1925, |xxi, 173. 

The specula used heretofore for the exposure of 
the internal female genitals have not met all require- 
ments. Accordingly, for the greater convenience of 
the surgeon and the avoidance of unnecessary and 
painful tearing of the tissues, the author has devised 
a folding speculum which greatly facilitates the 
introduction and withdrawal of the posterior blade. 
The handles of this speculum are split lengthwise 
and can be rotated to about 180 degrees around the 
hinge joint which holds the split blades together. It 
may therefore be introduced folded in the form of a 
flat blade and not opened until it is in the vagina. 
The blades can be made with parallel or anteriorly 
spreading edges. MeErnaropus (G). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Cathala, V., and Le Rasle, H.: Incompatibility of 
the Fetal and Maternal Blood as a Cause of 
Eclampsia (L’incompatibilité sanguine fetoma- 
ternelle, est-elle la cause de l’éclampsie?). Rev. 
frang. de gynéc. et d’obst., 1925, XX, 577. 

The authors report investigations they carried out 
to determine the correctness of MacQuarrie’s 
theory that the toxemias of pregnancy are due to 
incompatibility of the fetal and maternal blood. 

They first determined the blood groups of 120 
newborn infants. The blood for this determination 
was taken from the umbilical cord and the finger. 
The grouping was as follows: Group 1, 4 per cent; 
Group 2, 51 per cent; Group 3, 7 per cent; and 
Group 4, 38 per cent, 

They then determined the blood groups of a 
number of pregnant women and women who had 
been recently delivered. In these, the blood groups 
were as follows: Group 1, 4 per cent; Group 2, 52 
per cent; Group 3, 7 per cent; and Group 4, 38 per 
cent. 

Averages of corresponding percentages given by 
various investigators for adults are: Group 1, 3.7 
per cent; Group 2, 41.9 per cent; Group 3, 12.2 per 
cent; and Group 4, 42.2 per cent. 

In the cases studied by the authors, the blood 
group of the infant was the same as that of the 
mother in 72 per cent and was agglutinated in vitro 
in only rs per cent of the remaining 28 per cent. 

From these figures it is evident that in only about 
fifteen of every 100 cases of pregnancy is there a 
possibility of complications if the fetal and maternal 
bloods become mixed. To test MacQuarrie’s theory 
it was necessary to determine whether the fetal 
and maternal blood are always incompatible in 
cases of eclampsia, albuminuria, and uteroplacental 
apoplexy. 

In the period from 1924 to 1925 the authors 
studied 121 cases of pregnancy, ninety-two of which 
were normal and twenty-nine of which presented 
some complication such as albuminuria, eclampsia, 
or uteroplacental apoplexy. In sixty-seven of the 
ninety-two normal cases the blood of the fetus and 
the blood of the mother belonged to the same group, 
and in twenty-five belonged to different groups but 
were not incompatible because that of the fetus 
belonged to Group 4 and that of the mother to 
Group 1. 

Therefore incompatibility was present in only 
thirteen (14 per cent). However, the fact that the 
pregnancy was normal in these cases with incom- 
patibility does not necessarily disprove MacQuar- 
rie’s theory since the fetal and maternal circulations 
may have remained intact. 


In the twenty-nine cases with complications the 
fetal and maternal blood belonged to the same group 
in twenty and to different groups in nine. In three 
of the latter, however, the fetal blood belonged to 
Group 4 and the blood of the mother to Group 1. 
There was incompatibility in only six (20 per cent). 

As the incidence of incompatibility was 14 per 
cent in the normal cases and only slightly higher in 
the cases with toxemia, the authors conclude that 
there is no relation between incompatibility of the 
blood of the mother and fetus, and complications such 
as eclampsia, albuminuria, and uteroplacental apo- 
plexy. In conclusion they call attention to the fact 
that MacQuarrie’s theory does not account for the 
cure of albuminuria of pregnancy by a milk diet 
which has no power to change the blood groups nor 
explain the occurrence of postpartum eclampsia. 

SALVATORE DI Pama, M.D. 


LABOR AND ITS COMPLICATIONS 


Irving, F. C., and Goethals, T. R.: The Elimination 
of the Second Stage of Labor in Breech Presen- 
tations. Am. J. Obst. & Gynec., 1926, x, 80. 


The authors report a study of the fetal mortality 
in primary breech presentations as shown by the 
records of the Boston Lying-In Hospital for the ten 
years from 1914 to 1923 inclusive. During this 
period there were 235 primary breech deliveries with 
twenty-three infantile deaths, a mortality of 9.78 
per cent. Ninety-four of the women were primip- 
are and 141 were multipare. Among the infants of 
primipare there were twelve deaths, a mortality of 
12.7 per cent, while among those of multipare there 
were eleven deaths, a mortality of 7.8 per cent. 

The twenty-three deliveries with death of the 
infant may be classified as follows: 

Group 1. Mechanically easy delivery with death of 
the infant from intracranial haemorrhage, six cases. 

Group 2. Mechanically easy delivery with still- 
birth or death soon after birth, eight cases. 

Group 3. Mechanically difficult delivery, nine 
cases. 

Because of the high fetal mortality at the hospital 
during the year 1920, the authors were given the 
special assignment of breech deliveries for the twelve- 
month period beginning March 1, 1921. The routine 
procedure in such cases was as follows: 

1. Careful auscultation of the fetal heart through- 
out labor. 

2. A policy of “hands off” during the first stage 
except when, because of lack of progress after pre- 
mature rupture of the membranes, a Voorhees bag 
was inserted to aid dilatation or to stimulate uterine 
contractions. 

3. Immediate extraction after full dilatation. 
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In the cases of thirteen primipare and twelve 
multipare there were two fetal deaths. One of the 
infants that died was the child of a primipara with a 
diagonal conjugate of 10.5 cm. In this case, manual 
dilatation and extraction were done because of lack 
of progress, the head was delivered with difficulty, 
and the infant was stillborn. 

The other infant that died was the child of a mul- 
tipara and was delivered by slow methodical extrac- 
tion ‘without complications or mishap.” This child 
died of intracranial hamorrhage on the third day 
after birth. 

External version to convert a breech presentation 
into a vertex presentation deserves at least a trial 
if the presentation is recognized before labor starts 
or soon after it has begun. Ifa case of breech pres- 
entation seems suitable for delivery by the pelvic 
route, the baby should be extracted as soon as there 
is full dilatation of the os instead of being subjected 
to the danger of compression of the cord and pre- 
mature separation of the placenta during the second 
stage. Epwarpb L, Cornett, M.D. 


Pujol, M. G.: Two Cases of Placenta Previa 
Treated by Hysterotomy (Deux observations de 
placenta praevia traités par l’hystérotomie). Bull. 
Soc. d’obst. et de gynéc. de Par., 1925, xiv, 585. 

The first case reported in this article was that of a 
26-vear-old secundipara with a kyphoscoliosis and 
a narrow pelvic outlet. In the cighth month of 
pregnancy the patient had two hamorrhages 
separated by an interval of two weeks. After a few 
hours these terminated spontaneously. When the 
bleeding again recurred a diagnosis of shoulder pre- 
sentation was made. Rectal examination revealed in 
the cervix a soft mass which was thought to be the 
placenta. There was no fever. Cawsarean section was 
done and the child delivered alive. The placenta lay 
on the anterior surface of the cervix and caused only 
partial obstruction. Patient made a normal recovery. 

The second case was that of a 28-year-old primip- 
ara. About one month before term, the patient had 
several hemorrhages and finally severe and con- 
tinuous bleeding began. Her pulse was go and her 
general condition fair. The fetal heart tones were 
good. Examination revealed an unobliterated cervix 
and a floating head with a soft mass between. A 
diagnosis of placenta praevia was made and cesarean 
section was done. ‘The placenta weighed 500 gm. 
and was found inserted on the posterior surface of 
the lower segment of the uterus. About one-fourth 
of it covered the cervix. After the operation, pul- 
monary tuberculosis was discovered. In the author’s 
opinion, the operation caused less shock than would 
have been produced by prolonged labor with 
bleeding. 

On account of the fetal and maternal mortality 
and the danger of infection which are associated 
with cwsarean section, Pujol is not much in favor of 
the procedure, but by some obstetricians it is 
regarded as the treatment of choice. Pujol believes 
that it is justified in only a few cases of placenta 


previa and certainly not in the lateral forms in 
which the hemorrhage ceases after rupture of the 
membranes. He states that possibly it might be 
better to operate just after the first haemorrhage, 
before the patient becomes anwmic and before there 
is danger of infection from repeated examinations. 
When most of the cases are first seen, however, 
various fruitless efforts have already been made to 
stop the hemorrhage and promote delivery. 

In the discussion of this report, TriLLar said that 
softness and distensibility of the cervix are the two 
most important factors to be considered in placenta 
previa. When they are absent, the delivery of a 
living child requires operation. ‘Trillat has recently 
had four cases of placenta pravia in which a suc 
cessful result was obtained by conservative meas- 
ures. He believes that if the uterine muscle is 
intact, the treatment should be limited to the usual 
obstetrical procedures. 

PLAucuHu conceded that in the two cases reported 
by the author the operation was warranted by the 
added difficulties imposed by contracted pelvis 
and shoulder presentation. He performed casarean 
section once on a very old primipara with rigid soft 
parts, but believes it should be avoided if possible 

KELLOGG SpreeD, M.D. 


NEWBORN 


Belding, D. L.: Notes on the Etiology and Epidem- 
iology of Impetigo Contagiosa Neonatorum. 
Am. J. Obst. & Gynec., 1926, x, 70. 


The author has found, in agreement with pre- 
vious investigators, that the cause of impetigo con- 
tagiosa neonatorum is an especially virulent strain 
of staphylococcus aureus. 

A pure’ culture of staphylococcus aureus isolated 
from an impetigo lesion failed to produce skin lesions 
in guinea pigs and rabbits but caused a nonvesicular 
inflammatory reaction in the skin of an adult and a 
typical exfoliating lesion in the infant from whom 
the organism was originally isolated. A hamolytic 
streptococcus isolated from the same infant pro- 
duced only a small atypical lesion. 

The cultural characteristics of the staphylococcus 
causing impetigo are practically the same as those of 
the ordinary staphylococcus, but a minor difference 
in the rate of carbohydrate fermentation is recorded. 

The viability of the staphylococcus makes the 
disease transmissible by both human beings and 
inanimate objects and renders disinfection of an 
infected hospital especially difficult. 

The variation in the different epidemics is due 
probably to a difference in the virulence of the infect- 
ing strain. The difference in the clinical symptoms 
exhibited by adults and children and by different 
infants seems to be due to the resistance of the host. 

The primary prophylactic measure in a hospital 
epidemic is the individual handling of the well 
infants, since early cases are capable of transmitting 
the infection before a diagnosis is made. 

Epwarp L. CorneE LL, M.D. 





Dic 


sm 
wo 
no 


lut 
wh 
bo 
fol 
pa 
ing 


da 
dit 
mi 
wi 
af 
of 


OV 


th 


in 
the 
be 





OBSTETRICS 379 


MISCELLANEOUS 


Dickinson, R. L.: Sterility-Fertility Studies in 
Animals and Their Bearing on Human Prob- 
lems. Am. J. Obst. & Gynec., 1926, x, 51. 


Dickinson states that, if judged by the cow, the 
small size of the ovaries sometimes found in sterile 
women whose other genital organs are normal does 
not necessarily indicate defective ovulation. 

With regard to the bearing of the persistent corpus 
Juteum on amenorrhcoea and sterility he cites Zschokke 
who attributed the failure of absorption of the yellow 
body in cattle to the presence in the uterus of some 
foreign material such as a fetus, retained placenta, or 
pathological discharge or, in some cases, to the feed- 
ing of malt or slop from the sugar beet. 

When a cow does not show oestrum within sixty 
days after parturition the delayed rupture is expe- 
dited manually. 

The suggestion is made that one-child sterility 
may be due to the carelessness of the obstetrician 
with regard to the re-establishment of menstruation 
after parturition and weaning, since in the absence 
of anemia or other reason to explain the delay, the 
ovaries may be allowed to neglect their duty. 

Studies on animals show a relationship between 
the vaginal epithelial cycle and ovulation. 

The average frequency of coitus in cattle ranges 
close to that of human beings. In the case of the 
bull and stallion, two copulations a week is probably 
the maximum of efficiency as measured by the per- 
centage of pregnancies, their safety, and the vigor 
of the young. ‘The fertile period in cows is very 
short, frequently fifteen hours or even less. 

In the cases of dogs, the most vigorous semen was 
formed after a ten-day wait. Horse semen kept at 
body temperature is killed by its own germ growth. 
Sperm loses its power in proportion to its dilution. 
There is a direct relation between the duration of 
the fertilizing power and concentration. Whenever 
many abortions occurred in the animals studied the 
sperm was always found pathological. 


Reactions between the vaginal secretion and the 
semen, particularly the destruction of spermatozoa 
by phagocytes, were studied in guinea pigs by Papa- 
nicoloau. Every form of bacteria in the vagina 
exerts a modifying influence on the cycle. 

In rats, Evans found infections not unlike 
gonorrhoea which are often epidemic. The incidence 
of sterility in rats ranges from 10 to 15 per cent and 
is highest among the domesticated albinos. The 
incidence of abortion in cows is about 19 per cent. 

Sterility is a frequent condition in apparently 
healthy animals. In bulls it is common, and is 
generally due to inflammation or infection of the 
seminal vesicles or of the seminiferous tubules and 
epididymis. Epwarp L. Cornett, M.D. 


Neugarten, L.: The Fate of the Children of Eclamp- 
tic Mothers (Ueber das Schicksal der Kinder 
eklamptischer Muetter). Zentralbl. f. Gynaek., 1925, 
xlix, 1938. 

The mortality of the children of eclamptic mothers 
before and during delivery is about 40 per cent. 
Those born alive are often endangered by intra- 
uterine asphyxia, the effects of which are still 
evident during.the first days of life, but if they sur- 
vive the first few days their fate is not influenced by 
the eclampsia and the increased birth trauma. 

Since 1908, 123 cases of eclampsia have been 
treated at the Duesseldorf Gynecological Clinic and 
eighty-one living children of eclamptic mothers have 
been discharged from the hospital. The investiga- 
tion as to the fate of these children was rendered 
difficult by the war. ‘Twenty-four of them were 
brought back to the hospital and reports were 
received that six of them had died. The causes of 
the six deaths had no direct relationship to the 
maternal eclampsia but there was an indirect rela- 
tionship in that five of the infants were delivered 
prematurely. Of the twenty-four infants who were 
re-examined, none had ever suffered from convul- 
sions and all were entirely normal in their physical 
and mental development. ScHLossMANN (G). 











ADRENAL, KIDNEY, AND URETER 
Graves, R.C.: Pyelographic Media. J. Urol., 1925, 


xiv, 571. 

This article deals with opaque media and the 
choice of the most suitable solution for use in the 
urinary tract. The many colloidal silver prepara- 
tions employed in the earlier years of pyelography 
proved unsatisfactory since in many cases renal 
injury was caused by silver emboli and in a few 
cases death resulted. It must be borne in mind that 
over-distention of the renal pelvis may produce a 
prompt invasion of the local as well as the general 
circulation. 

Therefore, since the pyelographic medium is 
potentially an intravenous injection, the choice of 
the opaque solution demands extreme care. 

In 1915, Burns introduced for use in pyelography 
a neutral solution of thorium nitrate and sodium 
citrate. Thorium is relatively non-toxic but expen- 
sive. In the past seven years, aqueous solutions of 
sodium bromide or sodium iodide have been found 
highly satisfactory. These are very opaque to the 
X-rays and have no local toxic effect on the kidney. 
They may be readily injected and withdrawn through 
small catheters, and may be injected into the general 
circulation in relatively large amounts without caus- 
ing injury. 

It has been demonstrated that sodium iodide in 
a 13.5 per cent solution gives as dense a shadow as a 
25 per cent solution of sodium bromide. Therefore 
the former is to be preferred on account of its 
relatively low hypertonicity. 

In a series of experiments on animals the author 
found that sodium bromide must be reduced to. a 
concentration of 10 per cent if damage to the renal 
or vesical mucosa is to be avoided, but that a solu- 
tion of this concentration is of no value as an opaque 
medium. Sodium bromide in a 14.56 per cent solu- 
tion is isotonic with a 10 per cent sodium bromide 
solution, equally non-toxic, and sufficiently opaque 
for use as an X-ray medium, but lacks germicidal 
power. Mercuric iodide is miscible with sodium 
iodide and a 1:3,000 solution of mercuric iodide in 
12 per cent sodium iodide solution has a phenol 
coefficient of 0.033 (comparable with 3 to 4 per cent 
phenol). This solution is non-irritating to the 
mucous surfaces even in the presence of acute inflam- 
mation. 

The solution is not advocated as a substitute for the 
potent germicidal solutions used in the treatment of 
infections of the urinary tract, but is recommended 
as a solution which will reduce to the minimum the 
risk of introducing infection and provide some benefit 
apart from aid in the diagnosis when infection is 
already present. CiaupE D. Hotmess, M.D. 
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Frontz, W. A.: Errors of Technique and Inter- 
pretation in Ureteropyelography. J. Urol., 
1925, Xiv, 579. 

Lower, W. E., and Belcher, G. W.: Urographic 
Studies of the Ureters. J. Urol., 1925, xiv, 593. 

Eisendrath, D. N., and Koll, I. S.: Pyelographic 
Errors in the Diagnosis of Renal Neoplasms. 
J. Urol., 1925, xiv, 615. 

FRONTZ states that the pyelographic medium is 
introduced into the pelvis and ureter most safely 
by the use of a graduated burette elevated not 
more than 3 ft. above the patient. This gives a 
maximum pressure of 25 mm. Some urologists prefer 
the use of a syringe with a manometer attachment. 

Of late years it has ceased to be the custom to 
obtain bilateral pyelo-ureterograms, largely because 
a more satisfactory examination can be made when 
one side is examined at a time. Bilateral kidney 
disease evidenced by a decreased phthalein output is 
a definite contra-indication to bilateral pyelography. 

In the interpretation of ureterograms certain 
anatomical considerations must be borne in mind. 
The middle coat of the ureter, composed of circular 
muscle, is not uniform in its diameter. At three 
levels it presents an increased development in the 
form of so-called “ring muscle.”” These levels cor- 
respond to the three points of narrowing of the 
ureter. The areas of more or less fusiform dilatation 
of the ureter so frequently seen are to be interpreted 
as a phase of the normal peristaltic wave. At a 
given point marked constriction may be evident. 
These findings frequently represent spasms of the 
ureter and renal pelvis. Hence, a marked variation 
may be noted in the normal ureter and _ pelvis, 
depending upon the normal points of narrowing, the 
peristaltic wave, and spasm induced by mechanical 
and chemical irritation of the smooth musculature 
of the pelvis and ureter. 

Mechanical obstruction to the urinary outflow 
results first in strong muscular contractions. If the 
obstruction is not soon relieved, ureteral dilatation 
results above it. In obstruction of moderate degree 
the pelvis of the kidney may be protected by a 
hydro-ureter persisting for a long time. In sudden 
severe obstruction, this defensive mechanism soon 
breaks down and hydronephrosis results. In obstruc- 
tion at a lower level, the development of a large 
hydro-ureter is longer delayed than in obstruction 
nearer the kidney. 

The presence of considerable ureteral dilatation 
above a point of narrowing is positive proof of 
obstruction, and if a calculus can be eliminated, the 
diagnosis of stricture is assured. 

There remains a small group of borderline cases 
in which it may be difficult to distinguish between 
the pathological and normal outline of the ureter. 
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In such cases the diagnosis must depend upon a 
correlation of the clinical findings and those of 
repeated X-ray examinations. The author is firmly 
convinced that cases of true ureteral stricture which 
do not give unmistakable urographic findings are 
very rare. 

Attention is called to a group of cases of hydro- 
ureter associated at times with hydronephrosis in 
which no obstruction can be demonstrated. No 
adequate explanation of this condition has been 
offered. 

The diagnosis of ureteral calculus is usually easy. 
Extra-ureteral shadows may usually be identified by 
means of stereoscopic films. 

The diagnosis of renal neoplasm is frequently 
difficult. In favorable cases it may be made with 
considerable certainty, but the pelvic abnormalities 
associated with renal tumor are sometimes asso- 
ciated with conditions other than neoplasm. A blood 
clot, incomplete filling, or spasm of the pelvis may 
be misleading. A knowledge of the marked variation 
in the outline of the normal pelvis and of the dif- 
ferent types of pelves is essential for the avoidance 
of diagnostic error. 

Lower and BELCHER state that until we develop 
a technique for the examination of the kidney and 
ureter similar to the Graham technique for exami- 
ination of the gall bladder the accuracy of inter- 
pretation of ureterograms will remain somewhat 
limited. 

Contrary to usual practice, the authors prefer to 
obtain a pyelogram alone. ‘This insures complete 
filling of the pelvis and keeps it filled until the picture 
has been taken. After the pyelogram is made the 
ureter is injected as the catheter is withdrawn and 
the ureterogram is made. In many cases the ureter 
is injected through a Garceau catheter. This method 
is ideal in cases of large hydro-ureter, but when the 
ureter is twisted, kinked, or strictured, reflux of the 
opaque solution is apt to occur. 

The normal points of narrowing and the normal 
peristalsis of the ureter must be kept in mind. Every 
patient with chronic pyelitis not responding prompt- 
ly to treatment should be subjected to a pyelo- 
graphic and ureterographic examination. Such 
examinations should be made also in every case of 
hydronephrosis which, like cystitis, is always a 
secondary condition. Only by this means will tor- 
sions, kinks, twists, and strictures of large caliber 
and congenital dilatation of the ureter be found. 
A similar study of each ureter, together with a 
cystogram, should be made to determine a reflux up 
the ureter. The ureterogram may be normal when 
the kidney is hydronephrotic. This is the case when 
compression of the ureter is produced by accessory 
renal arteries. The association of large, congenitally 
dilated ureters with comparatively undilated renal 
pelves has been described. 

A short ureter suggests a dystopic or horseshoe 
kidney. Malformed ureters are generally found in 
the investigation of cases of general abdominal pain. 
Slight variations are not of serious moment, and 
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when they are the sole findings should always be 
rechecked since the injection of a solution against 
the peristalsis of the ureter and against the urinary 
flow does not give an absolutely accurate picture. 

Kinks due to nephroptosis, aberrant blood vessels, 
infected hydro-ureters, and periureteral inflam- 
matory or malignant disease are fairly common. It 
is at all times just as important to determine the 
cause as the presence of a kink. 

In cases of tortuous ureters, chronic pyelonephri- 
tis, mobile ureteral stone, stricture of the ureteral 
orifice, contracture of the vesical neck with asso- 
ciated ureteral reflux, and congenital hydro-ureter, 
the ureterogram may be confusing or misleading. 

Spontaneous fistula of the ureter is rare. ‘The 
authors show a pyelo-ureterogram of a case of this 
type. 

A preliminary plain X-ray film of the urinary tract 
should be studied stereoscopically before ureteral 
catheterization is done. Stereoscopic ureterograms 
should be made, particularly in cases of calculi. 
A variation in the concentration of the opaque 
solution will often render more distinct a shadow 
in the preliminary stereoscopic plate which sug- 
gested a calcujus. The denser the suspected shadow 
the weaker should be the solution. 

In cases of secondary tumors of the ureters, and 
particularly in the rare cases of primary tumors, the 
ureterogram is often of particular value, but a 
positive diagnosis is difficult. No doubt many hydro- 
nephrotic kidneys have been removed without 
identification of the etiological factor. ‘The uretero 
gram is second in importance to the cystoscopic 
observation of the tumor itself. A ureterogram 
should be made in every case of ureteral obstruction 
in order that a tumor of the ureter may not be over- 
looked. 

Classified symptomatically, ureteral strictures are 
either obstructive or non-obstructive in type. The 
latter are usually due to mild ureteral or periureteral 
inflammation, and before Hunner’s important inves- 
tigations were usually overlooked. Only those in 
which the pyelogram reveals abnormality are con- 
sidered in this article. An accurate diagnosis of 
ureteral stricture requires the passing of the obstruc- 
tion by a hollow tube in order that the urinary tract 
proximal to the stricture may be photographed. 
The authors report, with illustrations, two cases in 
which failure to make a correct diagnosis was due to 
failure to obtain a ureteropyelogram above an 
impassable stricture. The following procedure has 
been found of aid in cases of this type. 

A No. 5 or 6 French roentgenographic ureteral 
catheter is passed to the point of obstruction and an 
X-ray plate is made. This plate reveals nothing at 
the end of the catheter. With the tip of the catheter 
held against the point of obstruction, a No. 4 French 
non-roentgenographic olivary tipped catheter is 
passed up alongside it, through the strictured area 
and into the dilated ureter above. A ureterogram 
made after the retained urine has been drawn off 
then shows the exact length of the stricture. 








382 INTERNATIONAL ABSTRACT OF SURGERY 


EISENDRATH and Ko. emphasize that familiarity 
with the great number of variations in uretero- 
pyclograms of the normal ureter and renal pelvis is 
absolutely essential for the correct interpretation 
of those showing pathological conditions. One 
varicty of normal pyclogram which suggests a 
neoplasm is that showing a relatively small pelvis 
and multiple minor calyces which seem to arise with- 
out intermediate major calyces. Other points to be 
borne in mind in ureteropyelographic examinations 
are: (1) the differences in the picture, especially of 
the calyces, caused by differences in filling; (2) the 
possibility of renal torsion, which is not so rare as is 
generally supposed; and (3) the occurrence of 
changes produced by external pressure. 

The so-called “spider” or “dragon” deformity, 
which is shown in an illustration, consists in com- 
pression, elongation, or dilatation of the pelvis 
proper and its major and minor calyces. ‘This 
deformity is caused more often than is generally 
believed by such conditions as acute suppurative 
perinephritis, more chronic fibrous perinephritis, 
and atrophic pyclonephritis. 

A distinct filling defect is very valuable evidence 
of an intrarenal neoplasm. A neoplasm located at 
the pelvic outlet and blocking it from within or 
compressing it from without may cause retention and 
hydronephrosis. 

The authors report briefly five cases, describing 
the pyelographic findings which led to an inac- 
curate diagnosis. ‘These histories demonstrate the 
difficulty in the interpretation of the ureteropyelo- 
gram in certain cases in which a renal neoplasm is 
suspected. The conditions were: (1) chronic diffuse 
nephritis, (2) primary thrombosis of the renal vein 
with resultant extensive haemorrhagic infarction and 
anemic necrosis of the parenchyma, (3) septic 
pyelonephritis with multiple abscesses on the sur- 
face, (4) a kink (probably congenital) at the uretero 
pelvic juncture, causing complete obstruction, and 
(5) a large perinephritic abscess complicated by 
advanced fibrous changes. 


’ 


Harry A. Fow.er, M.D. 


Nichols, B. H.: Kidney Stone as & Diagnostic 
Problem. J. Am. M. Ass., 1925, |xxxv, 1871. 


This article is based upon a study of 164 definitely 
proved cases of renal stone. Most of the patients 
were in the third and fourth decades of life, and 104 
of them were males. Pain, the most constant symp- 
tom, was present in 86 per cent of the cases. It was 
either a constant aching or a colicky pain. Pyuria 
occurred in 77 per cent of the cases, hamaturia in 
44 per cent, frequency in 30 per cent, nausea or 
vomiting in 26.8 per cent, and fever in 14 per cent. 
Hydronephrosis was present in 25 per cent of the 
cases. 

The majority of kidney stones are formed of uric 
acid. Uric acid stones are reddish brown and 
usually small, rather hard, and faceted. When they 
have been present in the kidney for some time they 
have generally incorporated phosphate or calcium 


oxalate, the high density of which is of great aid in 
their recognition with the X-ray. 

Roentgenologically, kidney stones must be dif- 
ferentiated from gall stones, calcified glands, retro- 
peritoneal and mesenteric enteroliths, dense bone in 
the tip of a lateral vertebral process, and foreign 
bodies in the soft tissues. To differentiate between 
renal calculi and gall stones, Nichols uses the antero- 
posterior and postero-anterior exposures. When the 
shadow of the stone on the postero-anterior or gall- 
bladder film is larger than that on the anteroposte- 
rior or kidney film, the diagnosis of kidney stone may 
be made. The reverse means a gall stone. Pyelo- 
graphic studies often yield considerable information 
in these cases. 

In cases of stones having the same density as the 
usual opaque medium, it is advisable to employ a 
less concentrated medium. Nichols has found that 
when a 3.5 per cent solution of sodium iodide is used, 
the shadow of the kidney pelvis and of renal cal- 
culi within it can be easily seen. 

In the discussion of this paper, LEWALD stated 
that in cases of bilateral stones the stones in the 
kidney with the poorer function should be removed 
first and the removal of those in the other kidney 
should be delayed until the kidney first operated 
upon has regained its function. He reported a case 
of calcified thrombus in a renal vein. 

KISENDRATH advised conservatism in cases of 
multiple calculi in both kidneys. He believes that in 
such cases resort should be had to surgery only when 
the outlet of the pelvis is obstructed. 

ALTON Ocusner, M.D. 


Hinman, F., and Hepler, A. B.: Experimental 
Hydronephrosis: The Effect of Changes in 
Blood Pressure and in Blood Flow on Its Rate 
of Development, and the Significance of the 
Venous Collateral System. III. Partial Ob- 
struction of the Renal Vein without and with 
Ligation of All Collateral Veins. Arch. Surg., 
1925, Xi, 17. 

Partial constriction of the renal vein causes 
capillary stasis and an increase in the glomerular 
pressure. Despite the rise in the pressure in the 
glomerulus, the amount of urine filtered through is 
diminished in indirect ratio to the degree of the 
obstruction. 

Irom a review of earlier work, the conclusion is 
drawn that in partial venous obstruction we have a 
procedure whereby it is possible to increase the 
intrarenal blood pressure in spite of oliguria and a 
decrease in the flow of blood through the kidney. 
To determine its effect on the rate of development of 
hydronephrosis the authors carried out experiments 
in which they studied the effect of complete uni- 
lateral ureteral obstruction with partial obstruction 
of the renal vein and the effect of complete unilateral 
ureteral obstruction with destruction of the peri- 
renal venous collateral circulation and_ partial 
obstruction of the renal vein. The conclusions 
drawn from their findings are as follows: 
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1. Prolonged partial obstruction of the renal 
vein produces not only a decrease in the blood flow 
through the kidney and oliguria, but also an increase 
in the intrarenal pressure and, if the degree of 
obstruction is not too great, an increase in the 
secretory pressure. 

2. When prolonged partial obstruction of the 
renal vein is combined with complete ureteral 
obstruction on the same side, the usual course of 
development of hydronephrosis is accelerated up 
to the twenty-first day but thereafter the rate is 
that ordinarily noted in the longer periods of simple 
hydronephrosis. The venous stasis of the early 
periods is nullified in the later periods by the com- 
pensatory action of the perirenal collaterals. 

3. When the action of the venous collateral sys- 
tem is destroyed by complete ligation and the par- 
tial constriction of the vein is combined with com- 
plete ureteral obstruction, the increase in the rate of 
development of hydronephrosis in the early periods 
is greater than that caused by simple venous con- 
striction. After twenty-eight days, however, marked 
shrinkage of the kidney, a secondary atrophy, 
occurs as the result of the venous occlusion due to 
failure of a collateral system. 

4. The action of the venous collateral system is 
therefore compensatory and its development or 
non-development is not an essential factor in simple 
hydronephrosis. However, its failure may be of 
importance in the rare instances of late secondary 
atrophy in simple hydronephrosis as it is the prime 
factor in the secondary atrophy with venous con- 
striction. 

5. The initial acceleration in the rate of develop- 
ment of hydronephrosis that occurs with venous 
constriction is primarily the result of increased 
secretory pressure and only secondarily the result of 
the nutritional disturbance. 

Harry A. Fow er, M.D. 


Hellsten, O. T.: A Case of Hydronephrosis in a 
Horseshoe Kidney; Heminephrectomy. Acta 
chirurg. Scand., 1925, lix, 415. 

The author reports a case in which heminephrec- 
tomy was done for hydronephrosis in the left half 
of a horseshoe kidney in a man 18 years of age. 
Complete recovery resulted. 

A study of the liJerature suggests that the great 
morbidity associated with horseshoe kidney, for 
which hydronephrosis and calculus are chiefly 
responsible, is due principally to obstruction local- 
ized at the ureteropelvic juncture. In the author’s 
opinion, this obstruction is explained by the fact that 
the two halves of the horseshoe kidney are prevented 
by their fusion from oce upy ing their normal position 
in the abdomen. 


Thomas, G. J.: The Diagnosis of Renal Tuber- 
culosis. Minnesota Med., 1926, ix, 22. 


This article is based upon a study of 100 cases of 
renal tuberculosis which were treated in the hospital 
of the University of Minnesota. In over 95 per cent 


of these cases the primary complaint was acute 
cystitis. Tubercle bacilli were found in the bladder 
urine in 77 per cent and in the ureteral specimen in 
93 percent. Stricture of the ureter with tuberculosis 
of one kidney was found in 45 per cent. In 41 per 
cent the renal tuberculosis was bilateral. 

The value of pyelography is stressed. In 27 per 
cent the pyelographic examination revealed deform- 
ity and erosion of the calyces (cortical necrosis). 
Repeated guinea pig inoculations should also be 
made, especially when the diagnosis is doubtful. 

In the cases reviewed the diagnosis of renal tuber- 
culosis was based on the finding of tuberculosis else- 
where in the body, the presence of tubercle bacilli 
in urine of low specific gravity containing varying 
amounts of pus and blood and the findings of the 
usual routine urological sfudy. 

Maurice Me ctzer, M.D. 


Blanc, H.: Hematuria in Pyelonephritis (De 
Vhématurie dans les pyélonephrites). J. d’urol. méd. 
el chir., 1925, XX, 125 

Blanc classifies cases of pyelonephritis with 
hematuria into the following four groups: 

1. Acute pyelonephritis with slight terminal 
hematuria. 

2. Acute pyelonephritis with renal hamaturia. 
In these cases there is generally only one hamor- 
rhage. This is of short duration and marks the 
moment when the pyelorenal infection begins. 

3. Acute hematuric pyelonephritis in which the 
hamaturia is the chief sign. 

4. Chronic hematuric pyelonephritis in which 
the hematuria is the chief sign and is copious and 
persistent. 

‘Twenty-two cases illustrating these four groups 
are reviewed. 

The cause of these hematuric forms of pyelone- 
phritis is sometimes the colon bacillus, but this 
organism was found alone in only four of the cases 
reviewed. Any bacterium capable of causing pye- 
lonephritis may cause hematuria. Only the entero- 
renal form described by Heitz-Boyer is due to the 
colon bacillus. The disease often develops following 
a local infection such as grippe, typhoid, or erysipe- 
las. The haemorrhagic pyelorenal affection, which is 
often unilateral, seems to be limited to the pelvis 
of the kidney and does not affect renal function. 
The amount of the haemorrhage is by no means an 
indication of the seriousness of the anatomical lesion. 
In fact, a kidney may be almost destroyed without 
the occurrence of bleeding and there may be copious 
hemorrhage when the kidney is very slightly 
affected. 

The diagnosis of the hamaturic forms of pyelone- 
phritis may present some difficulty. The condition 
must be clearly differentiated from hematuric 
nephritis. In this connection the author calls atten- 
tion to the fact that the term “hamaturic nephri- 
tis” describes only a condition which occurs in a 
number of different diseases, such as renal tuber 
culosis, renal neoplasms, simple congestion of the 
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kidney with hypertension, true chronic nephritis, 
and certain blood diseases. 

In hematuric nephritis the hamorrhage is very 
irregular and often very difficult to control. The 
blood contains no clots. The pain is not constant, 
and the urine, except during the crises, is normal in 
appearance. The urine may contain traces of albu- 
min, but it never contains pus or bacteria, a fact 
in which it differs definitely from that of hamaturic 
pyelonephritis. 

A differential diagnosis must be made also from 
tuberculosis. One form of renal tuberculosis is 
manifested by pyuria, renal pain, enlargement of the 
kidney, fever, and hematuria. In such cases the 
history and evolution of the condition must be 
taken into consideration. ‘The differentiation is 
facilitated by cystoscopy which will show the 
absence of specific lesions in non-tuberculous hama- 
turic pyelonephritis, and by functional tests which 
will show defective function in tuberculosis and 
normal function in hematuric pyelonephritis. In 
tuberculosis, the urine is generally pale, while in 
pyelonephritis it is highly colored or of abnormal 
color. Animal inoculation may be done to confirm 
the diagnosis. 

The prognosis of hematuric pyelonephritis is 
generally favorable. Operationis never necessary. In 
fact, the introduction of a ureteral sound is an excel- 
lent method for both diagnosis and treatment as it 
often stops the hemorrhage completely and a 
hemorrhage that is so easily stopped at once sug- 
gests pyelonephritis. The infection of the renal 
pelvis should be further treated by lavage or instil- 
lations of silver nitrate. Auprey G. Morcan, M.D. 


Carson, W. J.: Experimental Nephrotomies. Surz., 
Gynec. & Obst., 1926, xlii, 53. 

In experiments performed by Carson on dogs the 
kidney was incised from pole to pole down to the 
pelvis with the scalpel, in the midline, the two halves 
were then approximated and held together by light 
pressure to control the bleeding, and interrupted 
Cushing sutures were placed in the capsule with care 
not to injure the kidney substance. From three to 
five sutures were used. In one group of dogs the 
bleeding time ranged from two to fifteen minutes and 
the average time was five and four-tenths minutes. 
The blood clot between the two halves ranged in 
thickness from 2 to 5 mm. Microscopic examination 
of the kidneys removed after varying periods of 
time showed an organized blood clot and connective 
tissue fibers in the suture line. After twenty-four 
days there remained only a scar about 1.7 mm. wide. 

In another group of experiments the nephrotomy 
was done on animals from which one kidney had been 
removed. The bleeding time ranged from two to ten 
minutes. In the cases of all of these dogs except one, 
blood was present in the urine for from two to four 
days. In the one exception it was present for four- 
teen days, and when the animal was killed the renal 
pelvis, ureter, and bladder were found filled with an 
organized blood clot. 


Moore and Corbett found that sutures in the 
kidney substances are more destructive than inci- 
sion. The experiments reported in this article show 
that, in dogs, nephrotomy with interrupted Cushing 
sutures is a safe procedure. ALtTon OCHSNER, M.D. 


Eisenstaedt, J. S.: Primary Congenital Dilatation 
of the Ureters. J. Urol., 1926, xv, 21. 

Primary congenital dilatation of the ureters is 
characterized by: (1) huge gaping ureteral orifices 
that do not open and close, (2) a wide communica- 
tion between the bladder and the renal pelvis, and 
(3) complete filling of the urinary tract by collargol 
introduced into the bladder. 

The author reports two identical cases, those of 
girls 5 and 7% vears of age respectively. The urine 
was turbid and contained leucocytes, colon bacilli, 
and staphylococci. There was no obstruction of the 
urethra. Moderate cystitis was present. The gaping 
ureteral orifices measured 1.2 and 1.6 cm. Cysto- 
grams showed enlargement of the bladder and com- 
plete filling of the urinary tract without elevation of 
the hips. The younger child died; autopsy showed no 
obstructive process. 

In explanation of congenital dilatation of the 
ureters Gerard states that the ureters in fetuses up 
to the fourth or fifth month are very large as com- 
pared with the size of the kidney and the rest 
of the body, and that probably, instead of 
diminishing normally from this period, they continue 
to develop because of deficient development of the 
musculature, a disturbed and deficient nervous 
mechanism, or absence of the natural inhibitory 
influence on their growth during the fifth month. In 
some cases in which no cause can be found there 
may have been an obstruction in early uterine life 
which disappeared later. 

Identical findings in the fetus and the stillborn 
infant have led the author to the conclusion that 
the wide ureter and its huge orifice are primary 
conditions which are possibly aggravated by inflam- 
matory processes. BENJAMIN F, ROLtErR, M.D. 


Rochet and Thevenot: A Bifid Ureter on the Right 
Side; Tuberculosis in One Part of the Kidney 
(Uretere destro bifido; tuberculosi di uno dei terri- 
tori renali). Arch. ital. di urol., 1925, ii, 63. 

The case reported in this article was that of a 
woman 27 years old who was admitted to the hos- 
pital suffering from severe pain in the right lumbar 
region. Her temperature was between 38 and 39 
degrees. On catheterization, the urine was found to 
contain pus. The bladder urine was more turbid 
than the kidney urine. Inoculation of the bladder 
urine into guinea pigs produced tuberculosis in the 
experimental animals but a similar test of the urine 
from each kidney was negative. The diagnosis 
made was .tuberculosis in a kidney with a bifid 
ureter. 

Nephrectomy confirmed the diagnosis. The right 
kidney had two pelves which were joined at the 
level of the iliac vessels. The anterior pelvis was 
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small and contained three stones. Its artery also was 
small. The part of the kidney which corresponded 
to this pelvis was the median part of the anterior 
half. This part was normal. The other pelvis was 
larger and had a larger artery; it drained the upper 
and lower part of the kidney. In both the upper and 
the lower pole there was a cavity the size of a pea. 

The presence of a bifid ureter should be suggested 
when the bladder urine is turbid and contains tuber- 
cle bacilli and the urine taken by ureteral catheter- 
ization is clear and free from tubercle bacilli. 
When, in such cases, the catheter is introduced into 
the ureter only a little way it withdraws a turbid 
urine, but when it is introduced further, it with- 
draws clear urine. When the presence of a bifid 
ureter is suggested by these findings, the injection 
of an opaque solution will reveal such a ureter. It 
may be possible to remove only the diseased portion 
of the kidney, leaving the normal segment. Meriel, 
however, has reported a case in which both parts of 
the kidney were diseased. 

Auprey G. Morcan, M.D. 


BLADDER, URETHRA, AND PENIS 


Heinburg, E.: A Simple Method of Fixing a Reten- 
tion Catheter (Eine einfache Befestingungsart des 
Verweilkatheters). Verhandl. d. deutsch. Ges. f. 
Urol., 1925, p. 291. 


With the aid of four illustrations, the author 
describes a simple and permanent method of fixing 
a retention catheter. A strip of tape is wound closely 
about the catheter just above the orifice so that the 
loose ends are of even length. The ends are tied with 
a simple knot and then led along the sides of the 
penis and fastened just beyond the glans by means 
of a single strip of adhesive tape about 2 or 3 cm. 
wide. Each free end is then crossed under the penis 
in the region of the glans, pulled taut forward, and 
knotted above the adhesive plaster. A piece of tape 
may be fastened also about the location of the adhe- 
sive tape. Gtass (Z). 


Sinclair, D. A.: Acute Urethritis in the Male. 
Internat. J. Med. & Surg., 1925, xxxviii, 479. 

Bierhoff, F.: Chronic Anterior Gonorrhoal 
Urethritis. Internat. J. Med. & Surg., 1925, xxxviii, 
484. 

SINCLAIR divides acute urethritis etiologically 
into two distinct types: specific urethritis, due to 
the diplococcus of Neisser, and the non-specific 
type. 

The inflammatory reactions of the specific type 
vary in severity, not because of a difference in the 
strain of the micro-organism, but because of a dif- 
ference in the susceptibility of the host which is 
modified by such factors as habits, occupation, and 
treatment. In uncomplicated cases, gonococcal 
infection runs its virulent course in from six to eight 
weeks. At the end of that time immunity develops 
and the tissues become indifferent to the descendants 
of the original micro-organism. The period of incu- 


bation ranges from twenty-four hours to as many 
days, but is usually from two to seven days. 

The earliest symptoms include slight itching or 
tingling at the tip of the penis, a halting urinary 
stream, eversion of the lips of the meatus, and slight 
burning on urination. The constitutional reaction 
(general malaise and nervous apprehension) is 
generally mild. The finding of gonococci within the 
pus cells confirms the diagnosis. 

Within two weeks the entire anterior urethra 
becomes involved and then the posterior urethra 
is invaded. The discharge increases in amount. At 
first it is thin and mucopurulent and later thick and 
yellow or yellowish-green. The pain and burning on 
urination become more marked. In severe cases 
there is bleeding or a bloody discharge. Chordee may 
develop from penetration of the infection around the 
corpus spongiosum. The dorsal lymphatics of the 
penis may become visible and palpable, and there 
may be phimosis or paraphimosis. Inguinal adeno- 
pathy is present, but suppuration is rare. The fossa 
navicularis may show follicular abscesses. In go 
per cent of the cases there is involvement of the 
posterior urethra, and this may go on to prostatic 
infection or abscess. 

Relapses after apparent subsidence of the infec- 
tion may occur repeatedly and are usually traceable 
to some indiscretion such as alcoholic or sexual 
indulgence or excitement, physical exertion, or over- 
zealous local treatment. These acute exacerbations 
respond quickly to treatment, leaving the patient 
in no worse condition than he was before. The 
patient should be told that such accidents are due 
to the re-activation of dormant gonococci. 

Acute non-gonorrhceal urethritis may be due to 
one of many causes stirring up old foci of damaged 
mucosa originally the site of gonococcal invasion. 
The exciting cause is generally a combination of 
alcoholic and sexual indulgence. The symptoms 
resemble those of a specific urethritis, but are milder. 
The absence of gonococci in the discharge is essential 
to the diagnosis. 

Before instrumental investigation is undertaken, 
internal and local treatment should be given until 
the acute inflammation has subsided. 

Acute non-specific urethritis may be caused by 
unclean instrumentation, trauma, and injections of 
irritating drugs such as bichloride of mercury, 
phenol, and strong solutions of silver nitrate which 
are often used as prophylactics. Urethritis attrib- 
uted to menstruation or an irritating vaginal dis- 
charge is rare and as a rule runs a mild course. 

Balanoposthitis with phimosis must be differen- 
tiated by retraction of the foreskin. 

The prophylaxis of urethritis consists in: (1) im- 
mediate urination afterecoitus, (2) thorough washing 
of the genitals with soap and water, and (3) the 
injection into the anterior urethra of about 2 dr. of 
a 2 per cent protargol or a 25 per cent argyrol solu- 
tion, not less than two hours after exposure. The 
fluid injected should be held in the urethra for five 
minutes. Condoms also are effective. 
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Rest in bed is ideal treatment. As there is no 
specific treatment, it is well to change from one drug 
to another from time to time. The importance of 
personal hygiene and the dangers of the infection to 
himself and others must be explained to the patient. 
Condiments, highly seasoned foods, asparagus, raw 
tomatoes, rhubarb, coffee, tea, cocoa, alcohol, and 
unnecessary physical exercise must be interdicted. 
Regulation of the bowels is important. Soaking of 
the parts in hot water for fifteen minutes three or 
four times daily is beneficial. The urine should be 
rendered bland by alkalies. Oil of sandalwood or 
oil of gaultheria in 10-minim capsules, three times 
daily, is advocated. 

Locally, hand injections of cither neutral 1:1,000 
acriflavine, 10 per cent argyrol, or %4 to 1 per cent 
protargol three times daily and daily irrigations of 
hot potassium permanganate solution should be 
given by the physician. For undue frequency, ardor 
urine, tenesmus, and hamaturia, a mixture of 
codeine phosphate, 0.5 gr., potassium citrate, 10 
gr., fluid extract of hyoscyamus, 5 minims, and water 
1 dr., every three to six hours, is of value. A sup- 
pository containing 20 gr. of anwsthesin and 0.25 
gr. each of extract of belladonna, extract of hyos- 
cyamus, and extract of opium will increase the 
patient’s comfort. Rectal irrigations of hot saline 
solution and hot sitz baths with rest in bed are of 
great value. All urethral instrumentation should be 
suspended for a time. 

In cases with involvement of the posterior urethra, 
bladder irrigations from an irrigator should be 
given. If these are painful, a soft rubber catheter 
should be used. When the discharge is mucoid, 
astringent injections, such as zinc sulphate or zinc 
permanganate, are indicated. 

A vague, deep, aching or dragging sensation in the 
inguinal region and loin which radiates toward the 
rectum suggests epididymitis and indicates that 
local treatment of the urethra should be stopped. 
The patient should be confined to bed, and the 
scrotum should be supported. Hot flaxseed poul- 
tices are beneficial and are better than an ice bag. 
Gonococcus vaccines may be tried. Resumption of 
local treatment to the urethra or prostate should be 
undertaken with caution. In severe cases, pus may 
be evacuated. 

BieRHOFE calls attention to the fact that in spite 
of the best treatment gonococci will sometimes 
re-appear after a period of apparent cure. These are 
the cases of so-called “chronic gonorrhoea.” Before 
a diagnosis of chronic gonorrhoea is made, involve- 
ment of the prostate and vesicles must be excluded. 
The infection usually lurks in the crypts, glands, and 
lacune of the urethral mucous membrane. There is 
a morning drop. The urine may be clear or show a 
faint trace of turbidity in the first portion. The first 
urine shows shreds which contain mucus, epithelia, 
pus cells, and gonococci. The bougie-a-boule may 
reveal areas of narrowing or sensitiveness. The 
endoscope reveals areas of congestion and soft infil- 
tration and distinctly inflamed glandular or lacunar 


orifices which sometimes exude a drop of pus. Fre- 
quently this pus contains gonococci. The endoscope 
should never be used in acute exacerbations. Cases 
in which the infection is of longer duration show 
only inflammation around the crypts and glands 
with exuding secretion. 

In these cases an astringent injection should never 
be given during the gonococcal stage. The solutions 
used should be gonococcidal and nonastringent. 
Internally, only formalin compounds should be 
employed. The use of bougies should be followed by 
disinfecting irrigations. Bougies should never be 
inserted beyond the bulb. Massage may be done 
over the bougie. Diathermy has its advocates. The 
instrument of choice is the Kollmann-Oberlaender 
irrigating dilator. This may be used every four to 
seven days, according to the amount of reaction pro- 
duced, until bleeding occurs or further advance of the 
dilatation is impossible. When there is a severe reac- 
tion or bleeding, the intervals of treatment must be 
lengthened. 

If gonococci re-appear after a time, the individual 
foci must be destroyed through the endoscope, either 
with the knife or by electrolysis, preferably the 
latter, under local anaesthesia. Re-infections or 
chronicity due to infected para-urethral glands are 
cured by repeated applications of the electrolytic 
needle and irrigations with gonococcides. 

The general health must not be neglected, and 
encouragement must be given to combat mental 
depression. Louis NeEuwe tt, M.D. 


GENITAL ORGANS 


Rosenkranz, H. A.: Some Important Points in the 
Rapid Healing, Complete Restitution of Func- 
tion, and Low Mortality in Suprapubic Prosta- 
tectomy Cases. California & West. Med., 1925, 
XXIll, 1584. 

To promote hamostasis in cases in which pros 
tatectomy is to be performed Rosenkranz gives 20 
gr. of calcium lactate three times a day and two cups 
of fruit gelatin daily for three days before the opera- 
tion, one or two ampoules of fibrinogen subcuta- 
neously the night before the operation, and two 
ampoules of fibrinogen one hour before the opera 
tion. 

When the bladder contains more than 200 c.cm. 
of residual urine he empties it fractionally and 
inserts an indwelling catheter. Fluids are increased 
only moderately. 

The first stage of the operation is performed under 
nitrous oxide oxygen anesthesia, and the second 
stage under spinal anesthesia. Rosenkranz objects 
to local anesthesia because the injection of the local 
anwsthetic tears the tissues and thereby reduces 
their resistance to infection. 

The indications for a two-stage operation recog- 
nized by Rosenkranz are: (1) a bladder or renal 
calculus, (2) acute vesical retention, (3) stubborn 
cystitis, (4) intolerance to the indwelling catheter, 
and (5) a prostatic tumor of enormous size. 
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In the first stage of the operation the author 
explores for stones in the bladder or in diverticula 
and for papillomata, etc. He then introduces a 
y-in. rubber drainage tube into the posterior wall 
of the bladder and secures it tightly by a pursestring 
suture. The rectus fascia is sutured with inter- 
rupted No. 3 catgut to prevent hernia. The fascia 
and skin are sewed around the tube loosely to insure 
the free drainage of serum. 

In the second stage the entire surface of the 
suprapubic opening is sharply curetted. The incision 
is continued downward and, if necessary, a rectus 
muscle with its sheath is cut transversely, each to be 
carefully sutured later. The author attributes the 
rapid healing in his cases and the patient’s dry 
condition during convalescence to his thorough 
method of suturing. If a pack is used, it is removed 
fractionally every three hours during a period of 
twelve to eighteen hours, and after its removal an 
indwelling catheter is inserted into the urethra. 

In the postoperative treatment the patient is given 
at first frequent sips of hot water and later of water 
at room temperature. Pituitrin is administered 
every four to six hours for several days, and dig- 
ifolin, when indicated, three times daily. Pain is 
alleviated by 4% gr. of morphine and 1/300 gr. of 
atropine. An eggnog is given every three hours. 

A few hours after the operation the patient is 
placed in the sitting position. Gas pains are relieved 
by enemas and the introduction of a colon tube. 
An enema affords great relief from the pressure of 
the gas-filled bowel on the bladder.  Oliguria is 
treated by the administration of 20 gr. of diuretin 
three times daily and the daily intravenous adminis- 
tration of 1,000 c.cm. of soda and glucose solution. 


Irrigations of the bladder are begun on the second 
or third day after the operation. Boric acid is used 
alone in the morning and in the evening is sup- 
plemented by an instillation of 5 per cent argyrol. 
The drainage tube and bottle are irrigated with 
mercuric chloride solution by the nurse twice daily. 

Louis Gross, M.D. 


MISCELLANEOUS 


Leonard, V., and Frobisher, M.: The Clinical 
Application of Hexylresorcinol in Urology, 
with Observations on the Significance of Sur- 
face Tension in Urinary Antisepsis. J. Urol., 
1926, XV, I. 

The authors call attention to the fact that hypo- 
tonic solutions have a low surface tension and will 
therefore penetrate a membrane separating them 
from hypertonic solutions. The membrane of a 
germ may be likened to a partition separating the 
micro-organism from the antiseptic solution. 

The surface tension of water is 77 dynes and that 
of urine is 60 dynes per centimeter. The administra 
tion of hexylresorcinol reduces the surface tension, 
whereas the administration of sodium bicarbonate 
and of large quantities of water will raise it so as to 
diminish the activity of the antiseptic. 

The proper dosage of hexylresorcinol to maintain 
the surface tension of the urine to about 50 dynes per 
centimeter is 0.6 gm. three times a day. When this 
is given, there must be no increase in the fluid intake 
and the use of sodium bicarbonate is to be avoided. 
It is important also to continue the treatment for a 
sufficiently long period of time, ordinarily for about 
ninety days. J. Sypney Rirrer, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Wereschinski, A.: The Fate of Bone Transplants 
(Beitraege zur Frage ueber das Schicksal der Knochen- 
transplantate). Arch. f. klin. Chir., 1925, Cxxxvi, 545. 

Various experiments on rabbits have demon- 
strated that the periosteum is an especially impor- 
tant factor in bone transplantation, but metaplasia 
of bone in the surrounding connective tissue is also 
of importance. Even when the periosteum is.trans- 
planted with the bone, the graft invariably under- 
goes dissolution. The more closely the bed of the 
transplant resembles the normal conditions sur- 
rounding the bone, the more satisfactory the result 
as regards both function and histological changes. 
This fact explains why growth of bone in vitro is 
negative. 

In the soft tissues the new formation of bone is 
slight and is exceeded by the resorption processes. 
In the marrow cavity a transplant may heal in, 
become replaced by newly formed bone, and give 
a satisfactory functional result, but ultimately it 
disappears for the re-formation of the lumen of the 
cavity. A permanent result can be obtained only by 
applying the transplant to the outer surface of the 
bone. When this is done, the transplant unites as a 
whole with the bone to which it is attached and is 
very quickly changed into an ordinary callus which 
either remains permanently as a local superficial 
thickening or in time entirely disappears in the con- 
tours of the host bone. VALENTIN (Z). 


Kolodny, A.: The Relation of the Bone Marrow 
to the Lymphatic System: Its Réle in the 
Spreading of Carcinomatous Metastases 
Throughout the Skeleton. Arch Surg., 1925, xi, 
690. ; 

Kolodny reports experiments on dogs in which the 
diaphysis of the femur, tibia, fibula, humerus, radius, 
and ulna was exposed through a small incision, the 
periosteum was stripped, anda hole 2 mm. in diameter 
was drilled through the compact layer into the 
medullary cavity. After bleeding had ceased, from 
3 to 5 drops of India ink or carmine was introduced 
into the medullary cavity, the hole in the bone was 
closed with Horsley’s wax, and the wound sutured. 
The animals were killed after from one to two weeks, 
and the lymph nodes of the adjoining regions 
examined. 

Carmine and carbon particles were grossly recog- 
nized in certain groups of lymph nodes as early as 
from twelve to fourteen days after the operation. 
They were found microscopically after from five to 
seven days. From these results Kolodny concludes 
that the bone marrow has a definite lymph circula- 


tion, and that the groups of lymph nodes in which 
the particles were found are the original lymph 
nodes of the long bones of the lower and upper 
extremities respectively. 

A careful examination of the soft tissues surround- 
ing the femur of dogs that had been operated upon 
led to the discovery of a vessel that was impregnated 
with the material introduced into the medullary 
cavity at operation. This channel, never described 
before, was found to be a permanent anatomical 
structure in the femur of the dog. It pierces the bone 
obliquely, appearing on the surface on the anterior 
aspect immediately beneath the linea trochanterica. 
Histologically it consists of an endothelial lining 
covered by a diffuse connective tissue sheath with 
scattered elastic and muscular fibers. Kolodny con- 
cludes that this is the lymphatic trunk draining the 
lymph from the bone marrow of the femur. 

The definite relationship of the bone marrow to 
the lymphatic system proved by these experiments 
is of great importance in the pathology of metastatic 
epithelial bone tumors and provides the anatomical 
basis for the lymphogenous theory of the invasion 
of bone by carcinomatous cells. Deviations from the 
normal in the flow of lymph, such as aberration of 
the lymph stream, the retrograde lymph stream, and 
the reflux lymph flow, can lead to the metastatic 
spreading through the skeleton of carcinoma cells 
transported in the lymph circulation from the pri- 
mary tumor. Ruporeu S. Reicu, M.D. 


Wilhelm, S. F.: Osteitis Fibrosa and the Hyper- 
ostotic Form of Bone Syphilis: A Comparative 
Anatomical and Roentgenological Study. Surz., 
Gynec. & Obst., 1925, xli, 624. 


In a long article on the anatomico-pathological 
differences between the hyperostotic form of syph- 
ilis of the long bones and, osteitis fibrosa, Wilhelm 
draws the following conclusions: 

1. There are gross anatomical and clinical resem- 
blances between the hyperostotic form of syphilis 
of the long bones and osteitis fibrosa, both the 
senile hyperostotic porotic form and the juvenile 
endosteal type. Coarser gross morphological sim- 
ilarities such as deformities, elongation and bowing, 
and especially the sabre blade form of tibia, are 
found in the affected bones in both diseases. 

2. Despite these external similarities, the two 
diseases are fundamentally different entities, their 
differences being shown by the anatomico-patho- 
logical characteristics of the affected bones and their 
roentgen pictures. 

3. Characteristic of hyperostotic syphilis are 
marked participation of the periosteum, narrowing 
and obliteration of the marrow cavity, and a sclerotic 
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or finely porous quality of the newly formed bone. 
The meshes or pores particularly in the roentgen 
pictures seem to be directed parallel with the long 
axis of the diaphysis. The sabre blade or sheath 
form of tibia in syphilis may be due to a periosteal 
new formation of bone, i.e., a pseudo-bowing, or to 
osteitic rebuilding and elongation, i.e. a true bowing. 

4. Peculiar to the senile hyperostotic porotic 
form of osteitis fibrosa (Paget’s disease) are absence 
of periosteal participation, great widening of the 
marrow cavity, and frequent lengthwise splitting 
of the compacta into lamella. ‘The sabre-blade 
tibia of Paget’s disease is the result of rebuilding and 
elongation of the bone, a true bowing. 

5. In the juvenile endosteal hyperostotic porotic 
form there is also complete absence of periosteal 
activity. This may be difficult to distinguish roent- 
genologically from congenital bone syphilis. 

The presence of cysts or of circumscribed dense 
foci accompanying a diffusely spreading osteitic 
new bone formation is a diagnostic point indicating 
osteitis fibrosa instead of lues. In the doubtful 
cases, additional clinical methods should be em- 
ployed in the diagnosis. 

The article is illustrated by roentgenograms and 
photographs of pathological specimens. 

Joun W. Powers, M.D. 


Bergmann, E.: Osteitis Fibrosa and Its End- 
Results (Osteitis fibrosa und ihre Ausgaenge). 
Arch. f. klin. Chir., 1925, cxxxvi, 308. 

Bergmann reviews the pathological anatomy of 
osteitis fibrosa and its relationship to rachitis and 
osteomalacia. He states that in recent times there 
has been a tendency to consider osteitis fibrosa 
neither a true tumor nor an inflammatory neoplasm, 
but a degenerative reparative process. As the result 
of Lubarsch’s work, the sarcomatous character of 
the brown tumors of osteitis fibrosa is denied, these 
neoplasms being regarded as inflammatory resorp- 
tive new growths. The majority of bone cysts are 
grouped with osteitis fibrosa. 

Among the causes of osteitis fibrosa are included: 
gout (Paget); mechanical strain on the sites com- 
monly involved by the disease (von Recklinghausen) ; 
arthritis deformans and chronic articular rheuma- 
tism (denied by Bergmann); hereditary late syphilis 
(Lannelongue and Fournier; denied by most 
authorities); pluriglandular insufficiency of the 
endocrine glands (Lotsch; denied by Kaufmann); 
nutritional disturbances due to arteriosclerosis of 
the arteries of the bone and bone marrow (Sten- 
holm; denied by Bergmann); trauma (Pammer, von 
Haberer, Konjetzny); and the development of bone 
cysts as the result of hemorrhages in the marrow 
(this has been proved, but not the transition of the 
cysts to true osteitis fibrosa). 

The isolated forms of osteitis fibrosa occur 
chiefly in young persons, whereas the generalized 
forms occur exclusively in adults. The Paget form, 
which is characterized by marked thickening of the 
cortex, the marrow cavity being only just indicated 


or entirely gone, and by absence of bone structure 
and of periosteal involvement, occurs most fre- 
quently in males, whereas the von Recklinghausen 
form, which is characterized by tumor-like swelling 
of the bone with a honeycomb structure containing 
cysts, marked thinning of the cortex, parchment- 
like crepitation, and very slight involvement of the 
periosteum, occurs most frequently in females. The 
prognosis of the generalized form is better for the 
Paget type than for the von Recklinghausen type. 
Bergmann reports twenty-one cases of osteitis 
fibrosa observed during the last ten years at Hil- 
debrand’s clinic. Of these, three were of the general- 
ized type (two cases of the von Recklinghausen 
type and one case of the Paget type). All three of 
these patients died. In the remaining eighteen cases 
the condition was confined to one bone. In one case 
the bone involved was the mandible, but in the 
other cases it was a long bone. Almost without 
exception the disease had its origin in the proximal 
metaphyses, a fact which, in Bergmann’s opinion, 
suggests a relationship with the vascular system. 
Only surgical treatment offers any hope of success. 
The method of choice is thorough excochleation. 
In the case of weight-bearing bones it is advisable 
to implant a bone graft after the excochleation. In 
none of the cases reviewed in which operation was 
done was there any recurrence or extension of the 
process. In the cases not operated upon the condi- 
tion was only arrested at best; there were no cures. 
Jastram (Z) 


Meyerding, H. W.: Bone Tumors. Minnesota Med., 
1925, viii, 628. 


Although most bone tumors are correctly diag- 
nosed by the roentgen ray, a certain few are not 
recognized until surgical exploration is done. The 
operability of the tumor depends upon its situation 
and general character. Early metastasis to the lung 
may be shown by the roentgenogram. 

The nomenclature may be simplified by dividing 
osseous tumors into the benign and the malignant 
and a borderline group of inflammatory origin. The 
term ‘‘sarcoma” should be confined to malignant 
tumors. 

The author designates exostoses, chondroma, 
osteitis fibrosa cystica, and giant-cell tumor as 
benign tumors, and sarcoma, endothelioma, and 
multiple myelomata as malignant tumors. 

Exostosis arises from a wide or pedunculated base 
as the result of trauma or inflammation near the 
ends of the long bones, and occurs in youth. Unless 
function is disturbed, operation may be deferred. 

Chondromata are usually composed of hyaline 
cartilage supported on a fine framework of connec- 
tive tissue. They are avascular, and may be simple 
or multiple. In the later stages they may degener- 
ate. There is no venous engorgement, and the 
growth of the tumors is slow. 

Osteitis fibrosa cystica usually occurs in youth. 
The cysts grow slowly and cause enlargement and 
softening of bone in the femur, humerus, tibia, and 
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proximal ends of the diaphysis. 
are usually diagnostic. 

Giant-cell tumors grow slowly. Exploration is 
usually necessary for a certain diagnosis. The prog- 
nosis is good as regards life. Amputation may be 
necessary when the tumor has invaded the large 
joints. ‘The growth should be called a benign foreign- 
body giant-cell tumor. 

In cases of osteogenic sarcoma, amputation may 
remove the local condition, but metastasis must be 
prevented if a cure is to be expected. The most 
common sites of osteogenic sarcoma are the lower 
end of the femur, the upper end of the tibia, and the 
upper end of the humerus. ‘Trauma is an important 
factor in the etiology. 

Endotheliomata appear to be osteoclastic. They 
spread over the shaft of the long bones, producing 
bulging striations. ‘They may be single or multiple. 
They tend to metastasize and are usually fatal. 

Multiple myclomata are multiple tumors of the 
bone marrow. ‘They are more common in males than 
in females, and occur between the ages of 40 and 
60 years. Roentgenograms may show one or more 
rarefied circular or ovoid osteoclastic areas in the 
soft bone. Later, the periosseous structures are 
affected. Albuminuria may be suggestive of the 
condition. Remission of symptoms may occur. The 
prognosis is poor, the patient surviving only for a 
period ranging from a few months to five years. 


Roentgenograms 


Gruca, A.: Myositis Ossificans 
Ann, Surg., 1925, |xxxii, 883. 


Circumscripta. 


Gruca reports seventeen cases of myositis ossificans 
circumscripta and divides the ‘condition into the 
following types: 

1. Myositis ossificans traumatica. (a) Bone for- 
mation following single severe injuries by blunt 
force. Commonly found in workmen and sportsmen. 
Is most frequent in the anterior and lateral aspect 
of the thigh and upper arm. To this type belongs 
also ossification of joint capsules and ligaments, such 
as the shoulder joint and the coraco-acromial liga- 
ment after a single blunt injury. (b) Myositis ossi- 
ficans subsequent to dislocations, which is most fre- 
quent after backward dislocation of the elbow. 
(c) The development of bone along the track of per- 
forating gunshot wounds when the projectile either 
did not injure the bone or only touched it. (d) Myo- 
sitis ossificans appearing in clean incised abdominal 
wounds. ‘This occurs most often in the white line 
following operations upon the stomach. 

2. Myositis ossificans chronica. (a) Bone forma- 
tion after repeated slight injuries. To this type 
belongs the ‘“‘rider’s bone” in abduction muscles 
following steady irritation in horseback riding, and 
the “‘soldier’s bone” at the shoulder due to rubbing 
by the rifle, etc. (b) Bone formation occurring as 
the result of overstraining of a group of muscles. 
(c) Spontaneous myositis circumscripta. This is very 
rare, 

3- Myositis ossificans of infectious origin. This 
may occur after abscess formation. 


4. Myositis ossificans para-arthritica. The author 
reports four cases of this type. Bone formation in 
muscles and tendons occurred near joints involved 
by a chronic inflammatory process such as arthritis 
deformans or tuberculosis. 

5. Myositis ossificans neurotica. The ossification 
of muscles and tendons subsequent to tabes, syrin- 
gomyelia, traumatic paraplegia, and myelitis. The 
ossification following syringomyelia is located chiefly 
in the upper arm, and that following tabes, trauma- 
tic paraplegia, and myelitis is located chiefly in the 
thigh muscles. 

The course of myositis ossificans traumatica can 
be divided into three stages. In the first, typical 
traumatic symptoms predominate. ‘These subside 
within a few days, but some limitation of movement 
persists in the second stage. From three to four weeks 
after the injury the pain recurs and the swelling 
increases. The X-ray may show, parallel with the 
bone, a faint and irregularly limited shadow with 
light and dark areas. In the third stage the growth 
of the mass stops or increases slowly and the pain 
may cease or remain unchanged. In the X-ray 
picture the shadow is then more homogeneous, 
intense, sharply limited, and at times smaller than 
before. 

With regard to the pathology the author states 
that the parosteal bone may be different in form and 
size. At times, irregular masses have been found 
occupying a part or even a whole muscle and sur- 
rounded by a strong connective tissue capsule. 
In some cases these may be united to the skeletal 
bone by either a connective tissue band or a bony 
pedicle. In 1o per cent of cases the new bone con 
tains a cyst filled with a light yellow fluid resem- 
bling synovial fluid. 

The microscopic picture of myositis ossificans is 
characteristic in that there is an irregular mixture 
of bone, cartilage, muscle, and connective tissue. 
The bone seems to arise from the connective tissue 
either directly or indirectly through the cartilage 
stage. The muscle plays no active réle. In the early 
stages, evidence of inflammatory reaction has been 
found. 

The differential diagnosis between myositis ossi- 
ficans and sarcoma is at times difficult. Steady 
growth of the mass and infiltration of soft parts, late 
spontaneous pain with a tendency to increase, and 
unequal consistency noted on palpation are signs 
of sarcoma. In sarcoma, also, the X-ray shows very 
early medullary changes and destruction of the 
cortex, and the bony mass trabecule run obliquely 
or transversely to the shaft and are connected with 
it. 

The complications of myositis ossificans, which 
vary with the location of the parosteal bone, include 
interference with the function of joints, occasional 
circulatory changes, and, more rarely, paresis of an 
adjacent nerve. 

Some regions appear disposed to the development 
of parosteal bone, especially those in which the 
skeletal bone is covered with a thick layer of muscle 
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inserted broadly into the periosteum. In the author’s 
cases it occurred in the thigh in five, in the upper arm 
muscles in eight, and in a laparotomy scar in one. 

Seven of the author’s seventeen patients were 
under 25 years of age. 

The treatment, the author believes, should be 
conservative unless the mass interferes with function. 
In the early stage, trauma must be reduced to the 
minimum and the part placed at rest. When the 
mass becomes stationary or begins to decrease, 
vigorous physiotherapeutic measures may be em- 
ployed. When necessary, a simple excision of the 
mass may be done. 

The theories as to the genesis of myositis ossificans 
may be divided into two groups. According to those 
of one group, parosteal bone arises from the perios- 
teum of the neighboring bone, while according to those 
of another, it is due to metaplasia of local connective 
tissue. Theories have been adduced to show that, 
during injuries, portions of the periosteum are 
forced into the muscle substance and there begin to 
form bone. However, most investigations seem to 
indicate that bone formation occurs only when both 
periosteum and bone are detached. Therefore the 
periosteal theory in its present form is not sufficient 
to explain the development of parosteal bone after a 
single injury. 

The occurrence of metaplasia is wellknown. Meta- 
plastic bone formation has been seen in almost every 
part of the human body. The connective tissue cells 
are converted to bone either directly or indirectly. 

The author performed thirty experiments upon 
dogs, transplanting free and pedunculated periosteal 
grafts between crushed muscles, with and without 
the administration of calcium salts (by mouth, 
intravenously, and subcutaneously). In one series, 
fistula to a joint were made to note the influence of 
synovial fluid, and in others the supplying nerves 
were divided. The experiments failed to explain 
either theory. They seemed to suggest that none 
of the factors assumed to play a rdéle in the forma- 
tion of parosteal bone—hzmatoma, synovia, cal- 
cium salts, and nerve disturbances in the presence of 
periosteal stripping or muscle crushing—were able 
to produce parosteal bone either alone or combined. 
However, as parosteal bone formation, exostosis, 
and chronic deforming joint changes occur often in 
the same person, the assumption of a special ten- 
dency, congenital or acquired, toward the develop- 
ment of a metaplasia and excessive callus formation 
is unavoidable. Rosert C. LoNERGAN, M.D. 


Oehlecker, F.: The Chronic Form of Osteomyelitis, 
Especially of the Spine (Ueber die chronischen 
Form der Osteomyelitis, insbesondere der Wir- 
belsaeule). Beitr. z. klin. Chir., 1925, cxxxiv, 1. 


Unless the blood is examined in cases of acute 
osteomyelitis, the condition may be confused with 
typhoid, meningitis, and other infections. On the 
other hand there are doubtless numerous chronic 
cases in which the condition persists for decades. 
The beginning of the condition is occasionally sub- 


acute. Frequently there is a circumscribed focus, a 
so-called bone abscess. As a rule such foci are 
situated in the metaphysis, but occasionally are 
found in the epiphysis in the region of a joint. 

As the foci frequently remain latent for a long 
time, they sometimes render the diagnosis difficult, 
often suggesting tuberculosis. A clinical cure is more 
common than a cure in the strictly bacteriological 
sense. The staphylococcus aureus has been obtained 
in pure culture from bone abscesses after as long as 
thirty years. Typhoid bacilli have also been found 
occasionally in such abscesses. The author reports 
a case of abscess in the ulna in which a pure culture 
of typhoid bacilli was obtained from the pus ten 
years after the attack of typhoid fever. 

The recognition of the chronic form of osteomyeli- 
tis is very difficult. The boundary between the 
acute and subacute osteomyelitis is also often ob- 
scure. The differentiation of these forms is rendered 
difficult especially by poorly taken histories. More- 
over, it is often difficult to decide which is the pri- 
mary focus and where the secondary foci are located. 

The sclerotic form of osteomyelitis (Garré) may 
be confused with bone syphilis or sarcoma. The 
chief characteysistic distinguishing the condition 
from tuberculosis is the abundant new formation of 
bone about the disease focus. 

The organism responsible for chronic osteomyelitis 
as well as of acute osteomyelitis is almost exclusively 
the staphylococcus aureus. It is very probable that 
staphylococci often enter the circulation, but they 
are usually destroyed by the bactericidal power of 
the blood. A bone abscess results only when staph- 
ylococci enter the circulation in large numbers 
from a furuncle or some other primary inflammatory 
focus. 

The author reviews sixteen cases of chronic oste- 
omyelitis, supplementing his report with illustra- 
tions. Chronic osteomyelitis involves the tibia most 
frequently and the humerus and femur next most 
frequently. Not rarely, a sympathetic effusion is 
found in neighboring joints. 

Disturbances lasting for years are often due to 
small diaphyseal abscesses. In one case a latent 
osteomyelitis led to spontaneous fracture. In 
another, chronic osteomyelitis of the lower jaw was 
the cause of locking of the jaws of three years’ 
duration. 

Our knowledge of chronic osteomyelitis of the 
spine is very scanty. Acute osteomyelitic inflamma- 
tion of the vertebra has usually a very violent onset 
and not rarely is confused with typhoid and menin- 
gitis. In women, the thoracic vertebre are involved 
most frequently and in men the lumbar vertebre. 
In contrast to tuberculosis, osteomyelitis involves 
chiefly the arches, spines, and transverse processes. 
In involvement of the thoracic vertebra, paraver- 
tebral abscesses may break into the pleural space. 

The total mortality of osteomyelitis of the ver- 
tebra is 40 per cent. It rises higher than 60 per cent 
when the spinal cord and its meninges are involved. 
Epidural abscesses are not rare. The diagnosis of 
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acute osteomyelitis is based not only upon the local 
signs, which often are not very characteristic, but 
also upon the nervous symptoms. Of particular 
importance are repeated blood cultures. In making 
these cultures great care must be taken to prevent 
contamination with staphylococci. Roentgen ex- 
aminations come under consideration practically 
only for chronic cases as in acute cases roentgenolog- 
ically visible changes do not occur before the third 
week of the disease. 

The author reports seven cases of chronic osteo- 
myelitis which are very interesting from the point 
of view of differential diagnosis. ‘The histories are 
illustrated by instructive roentgenograms. 

As a rule chronic osteomyelitis of the vertebre 
begins in the third, fourth, or fifth decade of life, 
whereas acute osteomyelitis occurs usually before 
the twentieth year. The origin of chronic osteomyeli- 
tis of the vertebrez is usually a furuncle. It is note- 
worthy that in the cases reported the condition 
involved the bodies of the vertebre. This can 
probably be explained by the fact that the acute 
disease of the arches and spinous processes usually 
becomes healed more quickly and does not pass over 
into the chronic stage. At the most, only two ver- 
tebr were diseased, there being, therefore, no con- 
siderable collapse of the spine. 

The formation of a gibbus is’ prevented by the 
very active new formation of bone which is usually 
associated with staphyloccic suppurations. In some 


made at first. Characteristic of the condition is the 
recurrence of abscesses and fistula. The patient’s 
relative good general condition speaks against tuber- 
culosis. 

The diagnosis must be confirmed by every possible 
bacteriological and microscopic examination, and 
‘tuberculosis must be excluded also by inoculation of 
guinea pigs. Chronic osteomyelitis of the vertebra 
is to be considered whenever the roentgen picture 
shows a surprising new formation of bone. The treat- 
ment must be almost exclusively surgical as internal 
medication and vaccination are usually without 
effect. ScnuBeErt (Z). 


Harrenstein, R. J.: Roentgen Orientation with 
Regard to the Hip of the Child (Beitrag zur 
roentgenologischen Orientierung bezueglich des 
Hueftgelenkes beim Kinde). Acta radiol., 1925, iv, 
357- 

Harrenstein reports a roentgenological investiga- 
tion of the position of the Y-furrow in the pelvis 
of children. A comparison of the acetabulum filled 
with barium vaseline and the Y-furrow proves that 
the latter changes its direction with increasing 
age. The view that the Y-furrow is situated in the 
pelvis in such a way that on the lengthening of the 
fissure the acetabulum becomes divided into two 
equal parts, must be modified. 

In the newborn child with a normal hip joint the 
acetabulum is divided into two equal parts by the 
Y-furrow. 


With increasing age the direction of the Y-furrow 
changes so that the acetabulum becomes divided 
into an upper part, which constantly becomes 
smaller, and a lower part, which constantly becomes 
greater. 

In judging the position of the head of the femur 
after reduction in congenital dislocation of the hip 
the old view that the Y-furrow should divide the 
head into two parts cannot be accepted. In the 
majority of cases the bulk of the femoral head is 
below this line. 


Bérard and Moudan: Resection of the Knee Per- 
formed by Ollier in 1887 (Résection du genou 
opérée par Ollier en 1887). Lyon chir., 1925, xxii, 
565. 

This article reports the case of a patient whose 
knee was resected in 1887 by Ollier for tuberculous 
osteo-arthritis. At that time the patient was 19 
years of age. Since the operation he has had no fur- 
ther trouble with the knee and has shown no sign of 
tuberculosis elsewhere. The knee is solid in slight 
flexion without lateral deviation. The limb shows 
shortening of 4 cm. There is muscular atrophy of 6 
cm. in the thigh and of less degree in the calf. The 
patient walks without the aid of any apparatus and 
without a high sole. The movement of the hip is 
entirely normal. 

The authors have studied also twenty-five cases 
in which a resection was done by Ollier in the period 
from 1882 to 1897. Fifteen of these patients are in 
good health. Their average age at the time of the 
operation was 20 years. All of the operations were 
performed for progressive tuberculous tumors. In 
many of the cases there were fistule, abscesses, 
and serious bone and synovial lesions. Since the 
operation, most of the patients have found it un- 
necessary to see a physician again and now show no 
signs of tuberculosis in any part of the body. All 
of the patients were farmers. They are able to walk 
without apparatus and without high soles. In no 
case is there any pain in the hip. The knee is large, 
dry, and solid. In some cases there is a large scar 
at the site of drainage. In the majority, there is 
shortening of from 4 to 8 cm., but this is compen- 
sated for by lumbar scoliosis. The thigh shows more 
atrophy than the calf. In most cases there is hyper- 
trophy of the tensors of the fascia lata and of the 
adductors. 

In all of these cases the knee is flexed about 170 
degrees, and in some cases there is a certain de- 
gree of genu varum. The movement of the hip is 
normal. 

Roentgenograms of the knee show a shaft of bone 
passing from the femur to the tibia. In the profile 
view a certain gliding of the bones on each other can 
be seen; the femur is generally in front. Roent- 
genograms of the pelvis show enlargement and 
deformity of the acetabulum on the side operated 
upon and a certain settling of the ilium. In several 
cases there are enormous varices on the side of the 
resection. Aubrey G. Morcan, M.D. 
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Sarcoma of the Tibia and Fibula. 


Dudley, H. S.: 
Ann. Surg., 1925, \xxxii, 980. 

Dudley presented before the New York Surgical 
Society a man of 58 years who came for treatment for 
pain and swelling in the region of the right ankle 
which had been present for a year. The only history 
of trauma was the “turning” of this ankle three 


years previously. Examination revealed on the 
jateral aspect of the right ankle a soft, round, 
smooth, and well-outlined swelling measuring 6 by 
4by 2cm. The posterior border of the swelling was 
in contact with the external malleolus. The skin 
was movable over the tumor, but the tumor was not 
movable upon the deeper structures. There was no 
evidence of inflammation. The X-ray showed two 
areas of bone absorption, one in the distal extremity 
of the tibia and one in the distal extremity of the 
fibula. Other roentgenograms were negative. 

At operation, the tumor was found to consist of a 
brownish, friable, non-plastic material which was 
separated from the ankle joint and soft parts by a 
capsule but was continuous with a grayish granular 
tissue within the bones. This tissue was removed, 
the bone cavities were curetted and treated with 
pure carbolic acid and alcohol, and the wound was 
closed. A culture was sterile. Primary union 
resulted. 

Microscopic study of the tissue removed revealed 
rather mature fibroblastic cells among which were 
scattered atypical multinucleated giant cells. The 
pathologist, Symner, diagnosed the neoplasm as a 
spindle- and giant-cell sarcoma and advised amputa- 
tion. Ewing stated that in his opinion metastases 
would not develop, but that the lesion might recur 
locally. He advised against amputation. The 
patient chose to have such an operation, however, 
and it was done through the middle third of the 
lower leg. 

The unusual features of the case were the patient’s 
age, the location of the sarcoma, and the apparent 
simultaneous involvement of the two bones. 

On the basis of the results obtained in several 
cases in which he had recommended amputation but 
the patient refused to permit it, Coley advised for 
Dudley’s case conservative treatment with toxins 
and radium. The cases upon which Coley based his 
advice were the following: 

Case 1. A woman, 1g years old, was treated in 
October, 1914, for a swelling of the femur of from four 
to five months’ duration. The lower end of the 
femur had been destroyed and the knee joint invaded. 
Amputation was advised, but refused. At explora- 
tory operation Ewing made a diagnosis of spindle- 
cell and giant-cell sarcoma of moderate malignancy. 
The patient was treated with mixed toxins of erysip- 
elas and bacillus prodigiosus for nearly a year, and 
has been well for over ten years. 

Case 2. The patient was a woman 29 years old 
who was treated in November, 1916, for a tumor 
which had destroyed the lower end of the femur, the 
knee joint, and the upper portion of tibia. Amputa- 
tion was advised, but refused. The treatment 


therefore consisted in extensive curettage followed 
by the use of toxins for from three to four months, 
and finally one or two radium treatments. Recovery 
was complete within a year. The patient died eight 
years later in childbirth. Ewing’s diagnosis was 
‘spindle-cell and giant-cell sarcoma.” 

Case 3. A woman 17 years of age was treated in 
1915 for a tumor occupying the upper portion of the 
tibia. The knee joint was intact. Amputation was 
advised by Whitman, but conservative treatment 
with mixed toxins was tried after thorough cu- 
rettage. When, after two months, this treatment was 
discontinued for a few weeks, a rapid recurrence 
developed, which necessitated a second curettage. 
This also was followed by recurrence. Finally, 
resort was had to one massive dose of radium and 
the continuous use of mixed toxins. The patient is 
well at the present time and has complete function. 
The diagnosis made by Ewing and Bloodgood was 
“spindle-cell and giant-cell sarcoma of the benign 
type,” while that made by Barrie was ‘‘malignancy.” 

Coley believes, therefore, that in most central 
tumors of giant-cell or giant-cell and spindle-cell 
type conservative treatment should be tried before 
amputation is done. Bloodgood has stated that he 
has never seen a metastasizing giant-cell sarcoma, 
but Coley reports ten deaths from metastases in his 
series of fifty cases of giant-cell sarcoma of the long 
bones. 

In Coley’s opinion, the best results are obtained 
by curettage followed by the use of carbolic acid or 
zinc sulphate and then by the use of mixed toxins, 
either alone or combined with radium. 

Rosert C. Lonercan, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Sever, J. W.: Obstetrical Paralysis: 1,100 Cases. 
J. Am. M. Ass., 1925, |xxxv, 1862. 

Boorstein, S. W.: Birth Injuries Requiring Ortho- 
pedic Treatments. J. Am. M. Ass., 1925, Ixxxv, 
1866. 

SEVER’s article is based upon 1,100 cases of 
obstetrical paralysis, the largest series of such cases 
ever recorded. The right arm was affected in 670 
and the left arm in 430. Both arms were involved 
in 63. The sexes were equally represented. Eight 
hundred and twenty-nine cases were of the upper 
arm type, and 208 of the whole arm type. In 584 
cases there was a history of difficult delivery. Ether 
was used in 502 cases. Delivery was normal in only 
57- A head presentation occurred in 443 and a 
breech presentation in 142. The presentation in the 
other cases is not known. Most of the mothers were 
primipare. 

The most common type of paralysis was that of 
the upper arm type involving the fifth and sixth 
cervical nerve roots and the suprascapular nerve. 
The whole arm type included the hand, all of the 
muscles being flaccid. The nerve lesion ranged from 
stretching with haemorrhage into the nerve sheath 
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in the mild cases to complete tearing of the nerve 
fibers in severe cases. Definite lesions were always 
found in the cases which were operated upon. In 
the late cases the roentgen ray showed the humeral 
head to be smaller and the glenoid to be shallower 
than normal. 

Splints were seldom used because they caused 
swelling of the hand and seemed to prolong the 
convalescence. Operations to relieve muscle con- 
tractures were done freely but not before the fourth 
year of age. Operation on the plexus was done in 
certain cases, chiefly those of the upper arm type. In 
the whole arm type nothing is promised by operation. 

Posterior subluxation of the humerus was reduced 
by muscle cutting and by division or removal of 
the hooked acromion. 

In the operation advocated by Sever, the pecto- 
ralis major tendon is cut through an anterior inci- 
sion on the arm, the coracobrachialis muscle being 
thus exposed. ‘The tip of the coracoid is then cut 
off, the arm being abducted and rotated externally. 
This allows the tendons of the coracobrachialis and 
the short head of the biceps to retract downward, 
exposing the joint capsule at the bottom of the 
wound. The subscapularis tendon is cut on a direc- 
tor with avoidance of the capsule. As a rule, abduc- 
tion and outward rotation of the arm can then be 
done freely. If the acromion blocks it, the hook is cut 
off. Only the skin and fascia are sutured. The arm 
is splinted in abduction, external rotation, and 
supination until the stitches are removed, when 
active use and muscle re-education are begun. 

Except in the whole arm type of paralysis, the 
prognosis is good if the treatment is given early. The 
limb should never be put in a bandage or sling; it 
should be left free or placed on an abduction splint. 

BoorstEIN deals with intracranial injuries, 
brachial paralysis, fractures, and torticollis due to 
birth trauma. 

The early symptoms of intracranial injury are 
restlessness, poor nursing, squinting, nystagmus, 
inequality of the pupils, and screaming or convul- 
sions when the fontanel is pressed. The treatment 
consists in early splinting to prevent-spastic deform- 
ity, cerebral decompression, tenotomy, section of 
the sensory nerve roots (the Foerster operation), or 
of the peripheral sensory fibers (the Stoeffel opera- 
tion), or of the sympathetic nerve roots (the Royle 
operation). 

Brachial nerve injuries, once regarded as hope- 
less, are now considered curable. They are due to 
tearing or stretching of the brachial roots in difficult 
labor. The shoulder should be put up on an abduc- 
tion splint. If the treatment is given early, recovery 
can usually be expected in six or seven months. If 
there is no improvement in four months, operation 
should be done. The whole arm type of paralysis 
has a less favorable prognosis, but is not such a 
hopeless condition as some textbooks picture it. 

Fractures occurring at delivery should be fixed 
immediately. The bones most commonly fractured 
are the femur and humerus. These are best treated 


by means of the Thomas splint. Separation of the 
upper humeral epiphysis requires an abduction 
splint. For fractures of the clavicle all that js 
necessary is a flannel figure-of-eight bandage. 

Torticollis is thought by some to be due to birth 
injury. Early cases can be corrected by means of a 
felt collar and massage. 

In the discussion of these papers, RUGH mentioned 
congenital fracture of the tibia due to cyst, and 
stressed the traumatic element in torticollis. Frrz- 
SIMMONS said that in his opinion the majority of 
cases of torticollis are not due to birth injury. 
BAUMAN called attention to the fact that hema- 
toma of the sternocleidomastoid is common, but 
is not followed by torticollis. 

WitiaM A. CLarK, M.D. 


Rechtman, A. M.: The Reconstruction Operation 
on the Hip. Arch. Surg., 1925, xi, 842. 


Rechtman reviews thirty-six operations on the 
hip performed by Whitman, Kleinberg, and other 
members of the staff of the Hospital for Ruptured 
and Crippled, New York. 

The operation consisted in general of excision of 
the head of the femur, deepening of the acetabulum, 
the replacement in the acetabulum of the modeled 
femoral neck, and transplantation of the great 
trochanter with its muscular attachments to a lower 
level on the shaft. 

This operation is advised whenever stabilization 
of the hip is necessary as in old non-union of frac- 
ture of the femoral neck, malum coxz senilis, and 
pathological dislocations of the head of the femur. 

The presence of soft-tissue scarring or destruction 
does not favor the undertaking. Deformity and 
failure of hip function are better indications than 
pain. The results have been very gratifying. 

Dennis W. CRriLE, M.D. 


Sneed, W. L., and Patterson, R. H.: Report of Two 
Hip Operations. South. M.J., 1925, xviii, 803. 

The first case reported by the authors was a case 
of ununited fracture of the neck of the femur of 
fourteen months’ duration in a man 55 years of age. 
At operation the hip was exposed through a curved 
incision, the attachment of the vastus lateralis was 
separated, and the muscular attachments of the 
lesser trochanter were chiseled away except at the 
lower border. The femur was then rotated outward 
to expose the head and the acetabulum. The head 
was reamed out until only the acetabulum remained, 
and the denuded trochanter was fitted into the head. 
The detached trochanter was then displaced down- 
ward and sutured to the shaft, and a long plaster-of- 
Paris spica was applied with the limb abducted to 
about 20 degrees. Active and passive motion were 
begun after six weeks. 

The result was very satisfactory. The shortening 
has been reduced from 24 to 1% in. In the discus- 
sion of this report, CAMPBELL, Dickson, and others 
stated that the procedure described is a modifica- 
tion of the Brackett and Whitman method. 
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The second case was that of a man 28 years old 
who had tuberculosis of the right hip with suppura- 
tion when he was 4 years old. There was complete 
destruction of the head and neck with upward dis- 
placement of the trochanter, resulting in shortening 
of 5% in. Prior to operation traction was applied, 
the trochanter being pulled down 2 in. The opera- 
tive approach was similar to that in the first case. A 
small amount of bone was chiseled up from the up- 
per rim of the acetabulum and a new acetabulum was 
reamed out from the thickened part of the ilium at 
that point. The upper end of the femur was placed 
in the site of the new acetabulum and the trochanter 
brought down on the outer side and sutured. A long 
plaster spica was applied with the limb in 25 degrees 
of abduction. After eight weeks the long spica was 
replaced by a short spica. When this was removed 
at the end of twelve weeks, active and passive 
motion and physiotherapy were begun. 

The muscular tone of the atrophied limb has been 
restored to a marked degree, the shortening has been 
reduced to half, and the patient is now able to walk 
with a cane and has a fair amount of motion. 

Rupo.tpg S. Reicu, M.D. 


Edwards, A. H.: The Operative Repair of the 
Cruciate Ligaments in Severe Trauma of the 
Knee. Bril. J. Surg., 1926, xiii, 432. 

Edwards has performed the operation described 
in this article only on the cadaver, but believes it 


will prove of value in clinical cases of rupture of the 
crucial ligaments. 

A U-shaped incision extending from above the 
femoral condyles to below the tibial tubercle was 
made through the skin and fascia and the flap 
reflected upward. The tendons of the semitendi- 
nosus and gracilis were dissected free and divided 
close to their insertions. The medial condyle, the 
medial tuberosity of the tibia, and a corresponding 
point on the outside of the tibia were cleared of soft 
tissues. 

Free exposure of the joint was then made through 
a U-shaped incision and the patellar tendon was 
thrown up with the osteoplastic flap. Cutting of 
the lateral ligaments was avoided. With a drill from 
\% to % in. in diameter, canals were made in the 
tibia from the lateral points prepared, upward 
diagonally to a common opening at the tibial spines. 
The medial condyle was similarly canalized from 
the cleared point above the adductor tubercle to the 
intercondylar space in the joint. 

The tendons of the gracilis and semitendinosus 
were drawn through the canal, brought out in the 
intercondylar space in the joint, and twisted, the 
semitendinosus being drawn through the lateral 
tuberosity of the tibia and the gracilis through the 
other artificial canal. Next, with the knee extended, 
these tendons were drawn tight and fixed to the 
deep fascia of their respective areas. The osteoplas- 
tic flap was then nailed down in place, the joint cap- 





Fig. 1. Fig. 


_Fig. 1. Drawing showing the skin and subcutaneous 
lssues reflected to expose tendons. A, the sartorius; 
B, the vastus internus; C, the gracilis; and D, the 
semitendinosus. 


Fig. 3. 


Fig. 2. Showing tendons divided. A, sartorius; B, 
vastus internus; C, gracilis; D, semitendinosus. 

Fig. 3. Exposure of knee joint by raising patellar tendon 
with an osteoplastic flap. C, gracilis; D, semitendinosus. 








Fig. 4. 

Fig. 4. Showing the holes drilled in the bones through 
which the tendons are passed. C, gracilis; D, semiten- 
dinosus. 

Fig. 5. The twisted tendons are drawn through the 





_ Fig. 7. Showing the osteoplastic flap replaced and 
fixed and the tendons sutured. 
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Fig. 5. Fig. 6. 


canal in the femur. C, the gracilis; D, the semitendinosus. 

Fig. 6. Showing the semitendinosus (D) being drawn 
through the lateral tuberosity of the tibia. The gracilis (C) 
is already in position. 


sule sutured, the superficial wound closed, and the 
knee fixed in a splint in slight flexion. For clinical 
cases the author recommends the application of a 
walking splint after healing. 

FRANK G. Murpny, M.D. 


Dupuy de Frenelle: Reconstruction of the Liga- 
ments of the Knee: End-Result (Refection des 
ligaments articulaires de l’articulation du genou: 
resultat eliogné). Paris chir., 1925, xvii, 241. 

The author reports an operation for reconstruc- 
tion of the ligaments of the knee which was per- 
formed three years ago for looseness of the joint 
which followed extreme atrophy of the thigh mus- 
cles and prevented standing for any length of time. 
Since the operation the patient has never had a fall. 
The knee joint is firm although the quadriceps mus- 
cle remains atrophied. Immediately after the opera- 
tion knee flexion was limited to about a right angle, 
but this limitation has progressively decreased with- 
out in any way increasing the laxity of the joint. 

The aim of the operation is to fix the external 
plateau of the tibial head to the internal condyle of 
the femur by two ligaments, one anterior and one 
posterior, and then to fix the plateau to the external 
condyle of the femur by two lateral ligaments. The 
two ligaments which join the internal condyle to 
the tibia begin in the vicinity of the abductor tuber- 
cle and traverse the internal condyle of the femur. 
One of them extends toward the anterior edge and 
the other to the posterior border of the external 
tibial plateau. The anterior ligament is formed by 4 
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pedunculated band of fascia lata and the posterior 
ligament by the tendon of the semitendinosus. 

The two ligaments which bind the external 
femoral condyle to the tibia are composed of ten- 
dinous slips which cross the condyle of the femur 
above, and the external plateau of the tibia below, 
and encircle the corresponding femoral condyle on 
each side. 

A large U-shaped incision including only the skin 
is made over the knee. This incision is longer on the 
outer side, where it extends half way up the thigh. 
Its center is just below the anterior tibial tuberosity. 
The tuberosity of the tibia is temporarily resected 
by a chisel and replaced by a screw. After liberation 
of the tubercle the capsule is cut on each side of the 
patella, the incision being made on the outer side 
along the anterior border of the fascia lata and on 
the inner side a little in front of the internal lateral 
ligament. 

On the anterior edge of the fascia lata a strip 3 
cm. wide by 10 cm. long is cut with care to preserve 
its insertion in the tibial tuberosity. Two tunnels 6 
mm. in diameter are then bored through the internal 
condyle of the femur. Through the anterior tunnel 
is drawn the strip of fascia lata and through the 
posterior tunnel the tendon of the semitendinosus 
which is cut off at its tibial insertion. 

With the knee in extension, the strip of fascia lata 
is drawn tense by the surgeon’s assistant and is 
fastened firmly to the adductor tendon by kangaroo 
tendon sutures. The end of the semitendinosus ten- 
don is then brought to the vicinity of the lateral 
external ligament and sutured to the latter. If this 
tendon is too short to reach the ligament, it may 
be sutured to the capsule. 

The external condyle of the femur is encircled by 
a tendinous strip which forms two lateral ligaments. 
This strip passes through both the femur and the 
head of the tibia. 

After the joint has been washed with ether, it is 
closed and the tibial tubercle is screwed into place. 
The limb is then placed in a metal gutter for two or 
three weeks. At the end of that time flexion exercises 
are given and followed by electrotherapy for the 
thigh muscles. In the third month the patient is 
urged to walk. KELLOGG SPEED, M.D. 


Campbell, W. C.: End-Results of Operation for the 
Correction of Drop-Foot. J. Am. M. Ass., 1925, 
Ixxxv, 1927. 

Drop-foot, inability to dorsiflex the foot, is due to 
loss of power in the anterior muscle group of the 
leg. It may be simple or associated with varus, 
valgus, or flail-foot. The etiological factors are 
destructive changes in the muscles and tendons, 
toxic neuritis such as occurs in lead poisoning, 
trauma to the external popliteal nerve, spastic 
paralysis, and, most common, infantile paralysis. 

The operation under discussion in this article was 
first described by the author in 1923. It consists 
essentially in the transplantation or building up of a 
mass of bone on the upper surface of the os calcis 


to form a permanent bone process limiting plantar 
flexion by impingement on the posterior surface of 
the tibia. 

The ankle joint is approached through a posterior 
incision, with severance of the tendon of Achilles 
by the plastic method if this is necessary. After 
the foot is dorsiflexed, a 14- to 34-in. portion of the 
posterior part of the astragalus is removed and a 
wedge-shaped cavity is excavated on the upper sur- 
face of the os calcis. Bone from any portion of the 
skeleton is then transplanted. Spongy bone is best 
adapted to transplantation. If coincident stabiliza- 
tion of the forefoot by arthrodesis is done, the bone 
chips removed are used for the transplants. When 
the case is complicated by genu valgum, transplants 
from the femur are taken. In hip flexion contrac- 
tures, transplants from the ilium are used. 

After the transplantation, the soft parts are 
snugly sutured to hold the transplants in place, the 
Achilles tendon is united if it was severed, and the 
skin and fascia are closed. The foot is then held in 
plaster at an angle of 90 degrees with the leg. When 
the cast is removed at the end of eight weeks, roent- 
genograms are made. Apparatus preventing plantar 
flexion is used for six months. At the end of that 
time consolidation will be complete. 

To date, the author has performed this operation 
in 135 cases. It has proved of value in practically 
all paralytic deformities of the feet with the excep- 
tion of cavus, calcaneus, and calcaneovalgus. 

Daniev H. Levintuatr, M.D. 


FRACTURES AND DISLOCATIONS 


Gentil, F., and Bonneau, R.: Correction of the 
Angulation of Fractures by Means of a Metal 
Wire (Correction de l’angulation des fractures par 
action d’un fil metallique). Arch. franco-belges 
de chir., 1925, xxvili, 575. 

The procedure described in this article was orig- 
inated by DePage during the war. DePage used it 
in cases of open fractures in which apposition could 
not be obtained by other means and screwing and 
plating were contra-indicated. Since the war it has 
been employed by other surgeons for both open and 
closed fractures. 

In fractures with a deviation of the fragments 
which gravely compromises the function of the limb 
and cannot be corrected by external means, two 
alternatives are offered—the application of a splint 
to be left in the wound temporarily or permanently 
or the employment of an apparatus which emerges 
from the wound and by which the necessary cor- 
rections can be made. ‘The second procedure is 
represented by the use of Malgaigne’s hooks in 
fracture of the patella. 

In the method discussed in this article long wires 
are screwed onto the bone fragment perpendicular 
to its axis and fastened firmly to an external bar 
which gives stability. In the DePage procedure the 
wire is simply hooked around the ends of the frag- 
ments and then attached to the external splint. 








398 


In open fractures advantage is taken of the wound 
already present. If this is not directly over the 
fracture or does not give direct access to it, a sep- 
arate incision must be made. The wire is passed as 
close to the bone as possible by means of a large 
curved needle. 

The point of exit of the wire depends upon the 
type of the displacement. As a rule it is opposite 
the angle of the deviation. When the wire comes out 
on the anterior surface of the limb the situation 
is ideal as the bone or limb can be swung as in a 
hammock. All important vessels, tendons, and 
nerves must be guarded against pressure or cutting 
by the wire. When the involved bone is small and 
the two leads of wire running from it occupy too 
much space, the wires may be twisted together at 
the bone surface and brought out as one wire. 

The wire leads may be attached to a hollow 
threaded bolt which can be turned up to keep them 
taut and the bone in place. This type of wire sup- 
port can be used for a bone broken in more than one 
place. If the point of bone is thin or spiral and there 
is danger that the wire may slip off during healing or 
during traction, the wire may be held in place by 
passing it through a hole drilled in the bone. Sus- 
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pension traction or Carrel-Dakin treatment can be 
carried out with this method. 

Wire suspension has been used in gunshot frac- 
tures, open and possibly septic fractures with mal- 
position, old infected fractures with malunion and 
osteomyelitis, and closed fractures. In septic frac- 
tures the reduction thereby effected improves the 
vitality of the tissues and favors drainage. In cases 
of closed fracture the method is rendered possible by 
making an incision before the surrounding tissues 
become macerated by extravasation. 

The time at which the wire is withdrawn depends 
upon the time required for the union of the bones. 
The solidity of the callus may be determined by 
observing the fracture through the fluoroscope when 
the tension on the wire is loosened. One lead of the 
wire is cut and the wire is pulled out by the other 
end. 

The authors report in detail eight cases of open 
fracture of the lower end of the femur due to gun- 
shot wounds, one case of fracture of both bones of 
the leg, and four cases of fracture of both bones of 
the forearm which were treated by the method 
described. In all, the results were very satisfactory. 

KELLOGG SPEED, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD; TRANSFUSION 


Pohle, E. A.: Studies of the Suspension-Stability 
of the Human Blood. II. The Changes of the 
Sedimentation Rate of the Erythrocytes in 
Vitro and in Vivo after X-ray Exposure. Radiol- 
ogy, 1926, vi, 55. 


Pohle has previously shown that the velocity of 
the sedimentation of the red blood corpuscles is a 
definite indication of the changes of the colloidal 
composition of the blood, and that exposure to the 
X-ray produces certain changes in the suspension 
stability of the blood which are manifested by a 
marked variation in the sedimentation test. 

After further experiments he concludes that 
irradiation of human blood in capillaries with 
unfiltered roentgen-rays influences its suspension 
stability. For definite retardation of the sedimen- 
tation velocity a certain minimal dose is required. 
The sedimentation test is a reversible reaction and 
cannot be produced quantitatively. The sedimenta 
tion rate is expressed by the sedimentation coeffi 
_ height of plasma layer 
" total height of blood column 

Joun W. Nuzum, M.D. 
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Gordon-Watson, Sir C.: Venesection and Blood 
Transfusion in Carbon Monoxide Poisoning. 
Brit. M.J., 1925, ii, 1049. 

The author reports six cases of carbon monoxide 
poisoning, two of which were treated by venesection 
and blood transfusion. A surprising feature of these 
cases was that although the men developed a dark 
color and the mucous membranes became almost 
black, they had relatively little respiratory distress. 
It was astonishing also that life was compatible with 
blood which was black and almost of tarry thickness. 
The cherry-red color frequently described was not 
present in any instance. MERLE R. Hoon, M.D. 


LYMPH VESSELS AND GLANDS 


Quick, D., and Cutler, M.: The Radiation Reaction 
of Metastatic Squamous-Cell Carcinoma in 
Cervical Lymph Nodes. Am. J. Roentgenol., 
1925, Xiv, 529. 

The authors studied forty specimens of cervical 
lymph nodes removed at operation following surface 
irradiation of various intensities over metastatic 
squamous-cell carcinomata. 

According to radiosusceptibility, this group of 
skin cancers may be divided into two types—the 
more resistant adult type with keratosis and pearl 
formation, and the more malignant embryonal type 
which is free from keratosis and has a more marked 
reaction to lesser degrees of irradiation. 


The presence of infection stimulates tumor growth 
and decreases radiosusceptibility. 

In the adult type of cancer, small doses exert 
only slight effects, while intense irradiation with re 
peated high-voltage roentgen rays and radium 
may cause marked destruction demonstrated by 
thickening of the gland capsule and central anemic 
necrosis proportionate to the intensity of the 
irradiation. 

The reaction depends chiefly upon the surrounding 
tissue. There is proliferation of connective tissue 
elements accompanied centrally by separation of 
the cell masses into smaller and smaller groups until 
the individual cell is attacked by phagocytosis. 

Smaller doses of irradiation cause only the central 
reaction, the surrounding tissues failing to react. 

The more malignant transitional type shows a 
marked reaction to small doses of irradiation which 
would not materially affect the adult type of cancer. 
Though the surrounding tissue reaction of prolifera- 
tion is similar to that in the adult type, a rapid 
massive liquefaction necrosis occurs centrally. The 
tumor cells disappear too rapidly for the develop- 
ment of fibrosis in the central portions of the tumor 
mass. 

The reaction of uninvolved nodes was found to be 
one of hyperplasia rather than atrophy. 

The authors conclude that the result of irradiation 
therapy is indirect, depending upon the,surrounding 
tissue reaction, and that proper doses of irradiation 
will cause the regression of tumor cells while stimu- 
lating the normal surrounding tissues. It appears 
that a combination of radium and the X-rays is 
most effective. The action of the former is greatest 
upon the cell, while that of the latter is exerted 
chiefly on the connective tissue. 

J. C. Carver, M.D. 


Braithwaite, L. R.: Tuberculosis of Glands in the 
Ileoczecal Angle: A Cause of Pain in the Right 
Iliac Fossa. Brit. J. Surg., 1926, xiii, 439. 

Of 58,731 cases in which a laparotomy was done, 
tuberculosis of the mesenteric glands was found in 
435. Two hundred and twenty-eight of the patients 
with this condition were males. 

The symptoms may be acute or chronic with sub- 
acute exacerbations. The acute condition is most 
common in children and the chronic in adults. In 
children, the acute condition occurs between the 
second and sixth year of age. Its onset is sudden and 
evident, resembling that of acute appendicitis. The 
child draws up its legs, the abdomen becomes rigid 
and tender, and marked tenderness is noted in the 
right iliac fossa. The pulse rises rapidly to 120 and 
the temperature to between 100 and 103 degrees F. 
Respirations are increased in number and more 
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shallow. Operation should be undertaken for acute 
appendicitis with the reservation that the condi- 
tion may be acute adenitis. Sometimes both condi- 
tions may be found. 

’ The subacute type of tuberculosis of the mesen- 
teric glands usually occurs in children between 6 and 
10 years of age. Its symptoms are similar to those of 
the acute type but less severe. 

Between the ages of 10 and 15 years the disease is 
less common. 

The chronic form of the condition occurs usually 
between the ages of 15 and 45 years. It is charac- 
terized by a chronic aching pain in the right iliac 
fossa, and may usually be diagnosed by X-ray 
examination. 

The macroscopic pathological changes are of five 
varieties: infection, spotted caseation, spotted cal- 
cification, massive caseation, and massive calcifica- 
tion. 
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In the acute stage the glands should not be dis- 
turbed, but an appendectomy should be performed. 
The removal of a diseased gland should never be 
attempted if the gland lies close to the mesenteric 
border of the intestine as the operation may be 
followed by a fecal fistula. When, in the case of an 
adult, symptoms are caused by the calcification of 
one or two glands, the glands should be removed. 
Occasionally there is such a mass of inflammatory 
tissue in and around the capsule of the gland that 
excision cannot be done without wide excision of the 
mesentery which would endanger the blood supply 
of the bowel. In such cases the treatment may 
consist in: (1) opening and curettage of the gland 
with careful hemostasis and closure, or (2) seques- 
tration of the gland by an omental graft or flap. 
Whatever the local treatment, it should be fol- 
lowed by heliotherapy. Tuberculin has been found 
of no value in these cases. Cart R. STEINKE, M.D. 











SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lahey, F. H.: Rope Grafts. Boston M. & S.J., 1926, 
CXCIV, I. 

To form a rope or tube graft a strip of skin is out- 
lined by parallel incisions and elevated from its bed 
so that it forms a flat strip or ribbon attached only 
at its upper and lower ends. Its two cut edges are 
then brought together and sutured with the raw 
side inward to form a tube except for a short dis- 
tance at the bottom and top where tubing would 
cause constriction and interfere with the blood 
supply of the graft. 

The two cut edges of the bed from which the graft 
was removed are also approximated except for a 
short distance at the upper and lower ends where 
their approximation would interfere with the blood 
supply of the graft. Sterile boric ointment strips are 
then placed over the wound beneath the tube to 
prevent the formation of crusts of dried blood and 
serum between the two suture lines. 

After from nine to twelve days healing is usually 
complete, the wounds are dry, and the tube well 
nourished. Either end of the graft with an attached 
small segment of skin cut to the pattern required 
may then be transferred to any point desired. A 
good blood supply is obtained through the long 
tubed pedicle. 

When the transferred end of the*tube has united 
well with the area into which it has been grafted 
(after from ten to fourteen days) the tube is cut 
away at the point where a sufficient amount of skin 
has been transferred and the remaining tubed 
pedicle is split, re-opened, and sutured back into its 
bed or cut off at its base and sacrificed. 

If it is impossible to obtain the amount of skin 
desired by transferring one end of the tube to the 
point into which the graft is to be inserted, one end 
may be transferred and inserted half the distance to 
the point desired and at the end of two weeks the 
base of the pedicle may be severed and transferred 
to the desired point, the original point of transfer 
serving as a pedicle. 

In the outlining of the graft the parallel incisions 
must be sufficiently far apart to make the strip wide 
enough to be formed into a tube without constriction. 
Constriction is indicated by blanching of the seg- 
ment when the approximating sutures are tied. 

Care must be taken not to remove too much sub- 
cutaneous fat with the flap because if the quantity 
is too large it will fill the tube so full that its edges 
cannot be approximated or can be brought together 
only with tension. If the flap has not been made too 
narrow, difficulty in tubing may usually be over- 
come by cutting away a greater amount of the sub- 
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cutaneous fat from the ribbon of skin to be tubed. 
A moderate amount of fat is a distinct advantage 
as it prevents the formation of a pocket for the 
accumulation of serum and gives the walls of the 
tube sufficient thickness to provide an adequate 
blood supply. 

Careful measurements should be made of the dis- 
tance between the point at which the graft is to be 
inserted and the point which is to serve as the base 
of the pedicle. The pedicle tube must hang loosely; 
tension may result in necrosis. 

To test the vascularity of the graft before trans- 
ferring it a ligature is tied around the end to be 
transferred and another at the base, the point which 
is to be the pedicle, and after a minute or two the 
ligature at the pedicle or base is removed and the 
degree of flushing and the rapidity with which the 
flush descends the graft are noted. If a good red 
color appears and extends down the tube rapidly, a 
good blood supply is assured. A similar procedure is 
used to determine the vascularity of the transplanted 
end when it is desired to cut the transplanted graft 
away from the pedicle. 

When the tube is to be sutured back in its bed 
after it is cut away from the transplanted flap it is 
split along its line of suture, its edges are undercut 
sharply, and its central cord of subcutaneous fat is 
trimmed out with the scissors to convert it again 
into a ribbon. The edges of the wound in which it 
is to be sutured are also sharply undercut to permit 
good approximation. 

The article contains illustrations of three cases in 
which a tubed graft was used. 

Emit C. RopitsHex, M.D. 


Paterno, A.: The Effect of Changes of Position of 
the Flap on Its Taking and on the Establish- 
ment of the Circulation in Free Autoplastic 
Skin Transplants (Influenza della variazione di 
orientamento del lembo sullo attecchimento e sul 
ripristino del circolo sanguigno nei trapianti liberi 
autoplastici dicute intera). Amn. ital. di chir., 1925, 
iv, 923. 

Vochting found that if a pyramid with a rectan- 
gular base were cut from a beet and replaced exactly 
in the cavity from which it had been removed, it 
took perfectly, but if it were rotated 180 degrees, 
scar tissue was formed and it did not take. To deter- 
mine whether this finding applied to animals, 
Paterno performed a series of experiments on rab- 
bits and guinea pigs, placing autoplastic grafts in 
the ears of the former and in the backs of the 
latter. 

Flaps which were not rotated at all took com- 
pletely in every instance and at the end of six months 
were still of the same size and retained all of their 
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original characteristics. The circulation was re-es- 
tablished in two days. 

Flaps which were rotated 180 degrees took com- 
pletely and perfectly in 80 per cent of the cases and 
partially in 20 per cent. Re-establishment of the 
circulation was delayed until the fourth day, and at 
first was imperfect. These flaps also were of their 
original size and retained their original characteris- 
tics after six months. 

Flaps rotated go degrees took completely in 66 per 
cent of the cases, partially in 20 per cent, and not at 
all in 14 per cent. The circulation was not re-es- 
tablished until the fourth day and at first was 
imperfect. The flap retained its original size and 
characteristics after six months. 

Auprey G. Morcan, M.D. 


Davis, J. S., and Traut, H. F.: The Production of 
Epithelial Lined Tubes and Sacs: An Experi- 
mental Study. J. Am. M. Ass., 1926, |xxxvi, 339. 

In experiments, on dogs, the authors found that 
by burying whole thickness skin grafts under 
aseptic conditions, epithelium-lined cysts of any 
desired shape could be produced. Epithelization of 
a cyst 6 cm. in diameter was usually complete in 
thirty-five days. This was considered the limit in 
diameter since after forty days the pressure of the 
secreted cyst fluid inhibited further extension. 
Shrinkage was comparatively slight. 

The authors believe that the problem of the for- 
mation of epithelium-lined tubes and permanent 
cavities may be solved in this manner. 

Witiiam E. SHackieton, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Breitkopf, E.: Experiences with Autogenous Vac- 
cine in Surgery (Erfahrungen mit der Autovac- 
cinotherapie in der Chirurgie). Beitr. 2. klin. Chir., 
1925, CXXXiV, 145. 

On the basis of his experience with autogenous 
vaccines in twenty-two cases the author has come to 
the conclusion that in suitable cases vaccine treat- 
ment is of decided value and that physicians who 
do not avail themselves of it lose many patients who 
otherwise might be saved. For the production of the 
vaccine, Breitkopf uses the following method: 

From cultures of the bacteria made from the 
wound secretion, pus, blood, or urine, a Pfeiffer 
standard solution in 1 c.cm. of physiological sodium 
chloride solution is made. If various organisms are 
found in the cultures, a polyvalent vaccine is pro- 
duced, up to two standard solutions being added to 
1 c.cm. of physiological sodium chloride solution in 
the ratio in which the bacteria were found in the 
media. The bacteria are then killed by heating the 
suspension on a water bath for one hour at a tem- 
perature between 56 and 60 degrees. Control cul- 
tures are incubated for from twenty-four to forty- 
eight hours. In the case of the colon bacillus, which 
is difficult to kill, the suspension is heated at 65 
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degrees for three hours. After sterility has been 
obtained, suspensions are made with .o5 per cent 
phenol-sodium chloride solution in concentrations of 
one, one-tenth, one one-hundredth, and one one- 
thousandth of the standard solution to each cubic 
centimeter. 

Vaccine treatment is contra-indicated in cases in 
which a cure can be easily obtained by the usual 
surgical measures and in rapidly progressing and 
very septic infections in the acute stage. Very suit- 
able for this treatment are chronic cases of sepsis in 
which the infection has persisted for weeks or months 
and is associated with recurrent attacks of chills and 
fever; cases of phlegmons in which the course of the 
infection is not very stormy; cases of recurrent 
abscess formation; and infected operative wounds. 
In chronic cystitis, autogenous vaccines often effect 
a cure when other measures fail. 

When the author first used vaccine treatment the 
dose was increased from one two-thousandths to 
one one-thousandth of the standard solution at 
intervals of four days to about twice that dose each 
time, then to one-tenth of the standard solution at 
intervals of seven days, and then to the maximal 
dose of one-half the standard solution repeated at 
intervals of three weeks. As this required too much 
time, he later increased the dosage more rapidly, 
guarding against anaphylaxis by making intra 
cutaneous tests. 

Wheals are made in the skin with 1/10 c.cm. of 
each solution. The most strongly positive reactions 
are obtained in cases of recent disease with foci cir- 
cumscribed by dense fibrous tissue. Moderately 
strong positive reactions occur in cases of chronic 
processes which have only a slight effect on the 
general condition and in which, from time to time, 
the micro-organisms or their, products enter the 
blood stream. The weakest reactions or no reaction 
at all occur in debilitated patients with high fever. 

If the reaction is moderately strong and the 
general condition is fairly good, the initial dose may 
be larger and increased more rapidly. In the cases 
of weak patients with high fever and a weak skin 
reaction it is necessary to regulate the dosage care- 
fully. In the cases of patients in good general condi- 
tion who have a very strong positive reaction, con- 
siderable care is necessary in the initial doses, but 
if it is well tolerated, the amount may be increased 
rapidly. 

In the use of staphylococcus and colon bacillus 
vaccine the dose may be increased to three or four 
times the standard solution at each dose. In strep- 
tococcal infections considerably smaller doses should 
be given. Cases illustrating the results obtained are 
reported. Grar (Z). 


Dudgeon, L. S.: The Treatment of Acute Bacterial 
Infections with Intravenous Injections of 
Perchloride of Mercury and Mercurochrome. 
Lancet, 1926, ccx, 169. 

The author’s experience in 330 cases of acute bac 
terial infections treated with perchloride of mercury 
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or mercurochrome-220 soluble has led him to the 
conclusion that this treatment should be given early 
in the disease instead of as a last resort. 

The dosage of perchloride of mercury is 5 c.cm. 
of a 1:1,250 solution. If necessary, this may be 
repeated after from twelve to twenty-four hours. 
The maximum amount is four doses in three days. 
If the condition does not respond within three days 
it is useless to continue the treatment. Mercuro- 
chrome-220 has been found less toxic than perchlo- 
ride of mercury and may be given daily over a 
longer period of time. Witiiam E. SHackLeTon, M.D. 


ANZSTHESIA 


Sington, H., Birt, J., Higgins, T. T., Pitts, A. T., 
and Others: Anesthetics in Children. Proc. 
Roy. Soc. Med., Lond., 1926, xix, Sect. Anws., 1. 

In a general discussion of anesthetics for children 
the following points were brought out: 
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The nervous system of the child is much less stable 
than that of the adult and therefore very readily 
injured by unpleasant experiences. Fright and 
severe pain in early childhood often make a lasting 
impression. Therefore, before general anesthesia is 
induced, the preliminary oral administration of 
atropine sulphate according to age is advisable. 
Purging before operation should be abandoned. The 
surgeon should never be in a hurry and should never 
deceive a child. 

At the Hospital for Sick Children in London, 
anesthesia has been induced with ethyl-chloride- 
ether in more than 25,000 cases since 1905 without 
a single fatality. Ether is the anesthetic of choice 
for children; chloroform should be used seldom, if 
ever. 

When a cautery operation is necessary, nitrous- 
oxide-oxygen is used. For acute intussusception 
and pyloric stenosis, nitrous oxide anesthesia has 
special merit. Joun W. Nuzum, M.D 
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ROENTGENOLOGY 


Hunt, F. L.: Barium Sulphate as a Protective Ma- 
terial Against Roentgen Radiation. Am. J. 
Roentgenol., 1925, xiv, 524. 


Barium sulphate combined with some binding 
medium such as glue or cement has been used as a 
plaster or in brick form to line rooms as a protection 
against roentgen radiation. 

The proportions used have been generally about 
75 per cent of the barium sulphate and 25 per cent 
of the Portland cement. A protective substance of 
this character is readily and easily applied to the 
walls of a room, and especially about objects of 
irregular shape. 

In the author’s studies layers of this material 
varying in thickness from 3 to 70 mm. were placed 
upon a photographic plate side by side with an eche- 
lon made of strips of metallic lead of different known 
thicknesses. Both were then exposed simultaneously 
to unfiltered radiation from a Coolidge tube. The 
current through the tube varied from 4 ma. at 200 
kv. to 35 ma. at 50 kv., and the exposures were 
from one to thirty minutes. The lead equivalent of 
the various thicknesses of the plaster was determined 
with a polarization photometer. 

The experiment showed that, because of the radio 
transparency of the cement, the plaster does not 
give a homogeneous protection. Unless thick layers 
of the material are used, roentgen radiation pene- 
trates through and between the granules of barium 
sulphate in appreciable amounts. For complete 
protection for 100 kv. roentgen radiation, at least 
3 mm. of metallic lead are recommended, and for 200 
kv., not less than 6 mm. On this basis, layers of 
plaster not less than 25 mm. (x1 in.) thick should be 
used for too kv. roentgen radiation, and not less 
than 7o mm. (234 in. thick) when 200-kv. equip- 
ment is used. 

These values represent the minimum. When 
practicable, thicker layers should be employed. 

CuarLES H. Heacock, M.D. 


Desjardins, A. U.: The Therapeutic Value of the 
Roentgen Rays. Minnesota Med., 1926, ix, 82. 


The effect of the roentgen rays on the different 
tissues of the body varies within fairly wide limits. 
On the basis of their sensitiveness, tissues and struc- 
tures may be graded from the most sensitive to the 
least sensitive in about this order: sex glands (tes- 
ticle and ovary), blood and blood-forming organs 
(bone marrow, spleen, lymph nodes), thymus, skin, 
mucous membranes, fibrous connective tissue, mus- 
cle, bone, and nerve. 

The sex glands are very sensitive even to moderate 
doses of the roentgen rays. In the testicle, the rays 


affect chiefly the spermatogonial cells. In the ovary, 
the effect is produced chiefly in the primordial fol- 
licles. If the dose is sufficient to destroy all of the 
ovarian follicles, the artificial menopause so induced 
resembles the natural cessation of menstrual func- 
tion in every respect except that it is effected more 
rapidly. 

Sterilization may be accomplished with roentgen 
rays when the question of preserving internal secre- 
tion is not important; otherwise surgical interven- 
tion is preferable. In the hemorrhagic diseases of 
women, the roentgen rays can be used to diminish 
ovarian activity and to control the symptoms, but it 
is very difficult to bring about such control without 
producing complete cessation of function. 

The action of the roentgen rays on the circulating 
blood consists in a primary leucocytosis, chiefly of 
the polynuclear cells, which lasts from a few hours 
to two or three days and is followed by a steadily 
increasing leucopznia and later by a more or less 
complete return to the normal level. The roentgen 
rays influence the normal spleen and lymph nodes 
through the destruction of lymphocytes. 

Roentgenological treatment is effective against 
simple lymphoid hyperplasia of the adenoid and 
tonsil in children and young adults, but has no direct 
influence on abscesses in or near the glands. In 
cases of simple adenitis the hyperplastic lymph 
nodes can be readily reduced to normal by exposure 
to roentgen rays. Roentgenization of the medias- 
tinum will often relieve the symptoms of whooping 
cough, in which condition the mediastinal lymph 
nodes are much enlarged. Roentgenological treat- 
ment is effective also in cases of tuberculous adenitis. 
An abnormally large thymus gland in infants is 
remarkably susceptible to the roentgen rays, while 
in older children the effect is not nearly so striking. 

The effect of the roentgen rays on the skin may be 
functional, organic, or specific. The organic effects 
are simply exaggerated functional effects due to 
heavier dosage. A functional effect is sought in the 
treatment of ringworm and hyperhidrosis. The 
specific action of roentgen rays is beneficial in cases 
of acne vulgaris, acne rosacea, eczema, eczematoid 
dermatitis, lichen planus, keloids, warts, corns, 
actinomycosis, and blastomycosis. Lesions of 
actinomycosis and blastomycosis in the deep vis- 
cera are generally not affected and the prognosis in 
such cases is very poor. The basal-cell type of 
epithelioma is susceptible to roentgen-ray treat- 
ment, but the squamous-cell type should be treated 
surgically with preliminary and _ postoperative 
roentgen therapy. 

The roentgen rays exert a direct analgesic effect 
in certain cases of early metastatic lesions in bones 
and in some types of chronic arthritis and neuralgia. 
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In the treatment of benign and malignant neo- 
plasms it is generally true that the more nearly 
embryonic the neoplastic cells the more susceptible 
they are to radiation, while the more adult, dif- 
ferentiated, or specialized the cells, the greater their 
resistance. The malignant lymphomata are often 
markedly affected by roentgen-ray treatment. In 
uterine fibromata the common beneficial effect of 
the roentgen rays is due partly to the influence of the 
rays on the ovaries and partly to a direct action on 
the tumor cells. Roentgen treatment of fibroma of 
the uterus should be restricted to women who are 
approaching the natural menopause and who present 
no urgent symptoms. 

Endotheliomata and giant-cell tumors are gener- 
ally satisfactorily treated by the roentgen rays. In 
cases of carcinoma the sensitiveness of the neoplasm 
depends upon the organ in which it is situated. Car- 
cinoma is much less sensitive than lymphosarcoma 
or testicular tumors. The most sensitive variety of 
carcinoma is carcinoma of the thyroid gland. Car- 
cinoma of the cervix is best treated by applying 
radium locally and introducing it into the cervix 
and irradiating with the roentgen rays from the out- 
side. In cases of malignant disease of the breast it 
is logical to give roentgen-ray treatment before and 
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after operation. With regard to sarcoma, the author 
states that, in accordance with the rule that the more 
cellular the tumor the more sensitive it is to the 
roentgen rays, the round-cell variety is the most 
sensitive and the osteosarcoma the most resistant, 
but that the highly cellular sarcoma is more active 
and metastasizes earlier than the less cellular sar- 
coma. 

In diseases of the skin it is not necessary to have a 
wave length which will penetrate into the deep tis- 
sues of the body; therefore, low voltage and no 
filtration are used. If the disease to be treated is 
situated in the lymph nodes entirely beneath the 
skin, somewhat harder rays are used in order to 
increase the proportion that will pass through the 
skin unabsorbed to reach the diseased structures. 
In such cases a higher peak voltage is used than 
when skin diseases are treated. If the neoplasm is 
deep within the trunk or highly malignant, the hard- 
est roentgen rays available are utilized, namely, 
those produced at high voltage and with the use of 
a thick filter. 

Finally, it is pointed out that the ability to employ 
the roentgen rays effectively requires as much 
special knowledge as any other special branch of 
medicine. 








MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Broders, A. C.: The Grading of Carcinoma. Min- 
nesota Med., 1925, viii, 726. 

The physician and layman not only want to know 
the type of carcinoma they are dealing with, but 
also its grade of malignancy, since the grading has a 
very important bearing on the prognosis and treat- 
ment. From a practical standpoint, carcinomata 
fall into two general groups, those arising from the 
regenerative cells of protective epithelium, known as 
epitheliomata, and those arising from the regenera- 
tive cells of gland or secretory epithelium, known as 
adenocarcinomata. The first group can be divided 
into squamous-cell epithelioma, basal-cell epithe- 
lioma, melanotic epithelioma, non-melanotic melano- 
epithelioma, adamantine epithelioma, and mixed 
epithelioma. 

To a great extent these epitheliomata are named 
according to the way their cells tend to differentiate: 
squamous-cell epitheliomata into squamous cells, 


melanotic epitheliomata into melanin-producing. 


cells, etc. The cells of a mixed epithelioma or car- 
cinoma have a tendency to differentiate into both a 
glandular and a protective type of epithelium. No 
confusion need be caused by the appearance of 
squamous epithelium in a neoplasm of a tissue that 
normally contains no such epithelium. It is not 
necessary to assume the presence of cell rests since 
the process is one of cell evolution, not cell confusion. 

Squamous-cell epitheliomata control themselves 
by differentiating into keratin or the large, flat 
squamous cells which do not reproduce; melano- 
epitheliomata by producing melanin, etc. It -is 
quite obvious that a carcinoma whose cells increase by 
geometrical progression without differentiation be- 
yond the point of reproduction will. grow faster 
than one that causes a number of its cells to dif- 
ferentiate beyond the point of reproduction. 

In 1915 Broders began grading malignant neo- 
plasms on the basis of cell differentiation, and during 
the following four years 2,000 epitheliomata were 
intensively studied. One thousand six hundred and 
twenty-eight squamous-cell epitheliomata were 
graded strictly from the microscopic standpoint, 
independent of the clinical histories, on a scale of 1 
to 4 as follows: 146 (8.96 per cent), Grade 1; 788 
(48.40 per cent), Grade 2; 508 (31.20 per cent), 
Grade 3; and 186 (11.42 per cent), Grade 4. 

The basis of grading at the present time, after 
nine years of experience with the grading of epi- 
theliomata, is as follows: 

Grade 1, in which differentiation or self-control 
ranges from almost 100 to 75 per cent and undif- 
ferentiation from o to 25 per cent. 


Grade 2, differentiation from 75 to 50 per cent and 
undifferentiation from 25 to 50 per cent. 

Grade 3, differentiation from 50 to 25 per cent and 
undifferentiation from 50 to 75 per cent. 

Grade 4, differentiation from 25 to practically o 
per cent and undifferentiation from 75 to about 100 
per cent. 

Up to November, 1924, complete data were 
obtained in 880 cases of graded epitheliomata. Of 
these, 9.31 per cent were of Grade 1, 46.25 per cent 
of Grade 2, 32.04 per cent of Grade 3, and 12.38 per 
cent of Grade 4. Good results were obtained in 
go.20 per cent of those of Grade 1, 62.16 per cent 
of those of Grade 2, 24.82 per cent of those of Grade 
3, and 10.09 per cent of those of Grade 4. 


GENERAL BACTERIAL, MYCOTIC, AND 
PARASITIC INFECTIONS 


Rhodes, G. B.: Cod Liver Oil Treated with Mag- 
nesium Ilydroxide in the Treatment of Sur- 
gical Tuberculosis. J. Lab. & Clin. Med., 1925, 
xi, 227. 

The excision of tuberculous abscesses is not 
always possible. Incision results in secondary infec- 
tion, and aspiration alone is not always curative. 
The author recommends aspiration of the abscess 
followed by the injection of equal quantities of mag- 
nesium hydroxide and commercial cod liver oil. 
This procedure has proved uniformly successful in 
various types of tuberculous abscesses. 

Cod liver oil emanates ultraviolet rays, this 
explaining its therapeutic value. The rays are 
probably not of one type but made up of rays of 
various wave lengths. Ultraviolet rays will not 
penetrate glass or fusible quartz. When cod liver 
oil is placed in an ionizing chamber it shows a 
definite, though slight, ionizing power. When it is 
enclosed in a sealed flask of fusible quartz, no 
ionization is obtained. Its ionizing power is not 
increased by exposure of the oil to a mercury quartz 
lamp. 

The injection of the alkalinized oil into normal 
tissues is harmless. The technique of its use in the 
treatment of tuberculous abscesses is as follows: 

The skin overlying the abscess and the surround- 
ing area is sterilized and the pus is aspirated with a 
long needle or trocar of sufficiently large caliber to 
allow complete emptying of the cavity. Care is 
taken to withdraw all of the pus. The abscess is 
never entered directly, the needle being introduced 
through at least 2 in. of the surrounding tissue. The 
amount of pus withdrawn is noted and an equal 
amount of the oil is introduced through the needle 
which was not removed after the aspiration of the 
pus. MERLE R. Hoon, M.D. 
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Jadassohn, W., and Streit, G.: The Treatment of 
Tetanus with Glucose (Versuch einer Tetanus- 
behandlung mit Traubenzucker). Klin. Wchnschr., 
1925, iv, 1498. 

A favorable effect which was noted in two cases 
of tetanus following the intravenous injection of 
glucose suggested to the authors that in tetanus 
there may be a disturbance of carbohydrate metab- 
olism similar to that of the spasmodic condition 
produced by an overdose of insulin. 

They found that in rabbits with tetanus, as in 
cases Of insulin spasm and other spasmodic condi- 
tions, the glycogen content of the central nervous 
system is decreased by more than half. The glyco- 
gen content of the brain and the general course of 
the condition were not influenced by intravenous 
injections of glucose. 

As the authors are at present unable to continue 
this work, they report their findings to date in the 
hope of encouraging further research on the subject 
(other dosage, intralumbar injections, etc.). 

Von HorrMan (Z). 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


Graham, E. A.: What Is Surgery? South. M. J., 
1925, xviii, 864. 

The surgeon of today must be well versed in 
pathology, physiology, and anatomy as well as the 
practical art of surgery. Deftness in operating, a 
large number of operations, and a large income are 
false standards of surgical greatness which lead to 
unwise operating, too many operations, and com- 
mercialism with fee-splitting. The true standard of 
greatness that must be set before the young surgeon 
is original contributions to the science and art of 
surgery. Lister had a relatively small number of 
patients and was regarded by many contemporaries 
as a slow and clumsy operator. Too large a practice 
and too much stress upon the technical side of 
surgery are not conducive to the broad reading and 
philosophical thought which are the sources of 
inspiration. 

The best practical surgeon is one who knows how to 
make an examination for diagnosis, when to operate 
and when not to operate, and how, when necessary, to 
improve the patient’s condition for operation. The 


practical surgeon must recognize unerringly the 
pathological changes that are revealed after the 
incision is made. Even without great dexterity or a 
record of a large number of operations these 
qualifications and a working knowledge of anatomy 
will make a good surgeon. To some surgeons the 
technical side, and to the others the scientific or 
philosophical side, makes the stronger appeal. 

In the training of surgeons more stress should 
be placed upon the importance of a broad general 
education having as its object the preparation of the 
mind to receive ideas. The medical schools affiliated 
with the university hospitals should be temples of 
learning in which specially gifted young men ambi- 
tious to become surgeons will be given maximal 
opportunities to prepare their minds and develop 
their manual skill simultaneously. After three or 
four years of resident hospital clinical service, a few 
young men should be selected and given further 
opportunities to advance themselves and facilities 
to work out their own or assigned problems. All 
freedom of thought and action compatible with the 
welfare of the patient should be afforded. 

The surgeon must first of all be a good clinician. 
The young surgeon should have a hospital service 
on his own responsibility and should be given the 
counsel of more experienced men. He should be 
required to do some teaching for its stimulating 
effect upon himself. 

The young surgeon should participate in opera- 
tions to learn not only technique but also pathology 
in the living body. It is important for him both to 
see and to feel such changes. 

As his knowledge and skill increase, he should have 
a correspondingly larger share in the responsibility 
of the patient’s care. The surgical service should be 
under the direction of a chief surgeon who is not 
only an able clinician but also an inspiring leader. 
One of the chief aims in the training of surgeons is 
the development for tomorrow of surgeons who will 
be better than those of today. 

Adequately equipped laboratories for experimental 
work on animals and in chemistry, bacteriology, and 
pathology are essential. 

The chief surgeon and those in training must not 
be overburdened by practice for a livelihood or by 
too much teaching or administrative routine. 

Wa ter C. Burket, M.D. 
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